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FRACTURES OF THE TIBIAL SPINES* 
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BOSTON 


RACTURES of the tibial spines, like all the 

less common fractures, receive so little atten- 
tion in medical literature that even the specialists 
iose contact with the trends of treatment. It seems 
justified, therefore, to give this topic a thorough 
airing on the principle of “let sleeping dogs wake,”’ 
even though our discussion may fail to contribute 
any vitally new ideas. The occurrence, recently, 
of 5 cases in our combined observation gives prac- 
tical significance to such a review. 

In this age of radiology it is apt to be forgotten 
that the entire foundation of knowledge of fracture 
pathology was established, before roentgenography, 
by keen observers in the nineteenth century who 
reconstructed the mechanics of the injury from 
their findings at autopsy. A search of the literature 
reveals that descriptions of tibial-spine fractures 
originated in just such a manner. According to 
Roth,' the first report came from Paris, the source 
of so much medical knowledge. There, in 1875, 
Poncet? described the case of a victim who had 
fallen three stories to his death. Examination of 
his knee showed “a tearing off of the spine of the 
tibia by the anterior crucial ligament; all the por- 
tion of bone that constitutes this eminence was 
torn off. . . In the place of the spine of the tibia, 
there was a hole that looked as if it had been made 
with a punch.” Within a year, confirmation of a 
similar finding came from Germany. This patient 
received an injury to his knee when he was thrown 
out of a public house. The resulting hemarthrosis 
became infected, and amputation was performed, 
ending in the patient’s death. On dissecting the 
knee joint, Dittel* discovered that “the anterior 
crucial ligament was detached at its lower end, hav- 
ing torn with it an oval piece of the upper surface 
of the tibia.” 

These two simple descriptions contain almost 
all that need be known about the bone defect in 
this type of case. It is significant to note that this 
fracture is an avulsion, not so much of the spine of 
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the tibia, to which the anterior crucial ligament 
does not actually attach, as of the osteochondral 
fragment just anterior to the spine, where the cru- 
ciate ligament does insert. More properly, then, 
these are “‘crucial-ligament fractures,” as Lange‘ 
calls them. They occur most commonly in the young 
or adolescent, and thus are counterparts of crucial- 
ligament tears in older age groups. The bony frag- 
ment may be torn off completely. More commonly 


Ficure 1. Mechanism of Fracture. 


it is only slightly displaced at its posterior margin 
beneath the spine of the tibia, whereas in the an- 
terior portion it is elevated upward and backward 
as though it had stopped in the middle of a somer- 
sault (Fig. 1). . 


MEcHANICS OF FRACTURE 


The mechanism producing this displacement 
can easily be explained if one recalls that the anterior 
crucial ligament fastens the tibia to the femur much 
as a set of handcuffs fastens together the constable 
and his prisoner. It resists backward displacement 
of the femur on the tibia, or vice versa, and it also 


T V 
ff 
/ 4 
Uf 
Gf 
CS, / 
| 
Vr, 
q 
A 
/ 
if quacs 


138 


checks excessive inward rotation of the tibia on 
the femur. If the body weight is thrown backward 
at a time when the knee is bent, with the tibia press- 
ing forward, the full force will be exerted against 
the attachment of the anterior cruciate ligament, 
and it is here that the lock of the handcuffs will 
break open if fracture occurs. As it does so, the 
soft bony fragment to which it is attached jerks 
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He reproduced all these injuries by forcing the tibia 
violently forward in relation to the femur, or by 
reversing the blows, and forcing the femur back- 
ward in relation to the tibia. He cited a most inter- 
esting case reported by Ross,® in which these me- 
chanical forces had accidentally been given a clinical 
demonstration. This occurred when a heavy block, 
which was secured under tension by a cable, tore 


A 


Ficure 2. Roentgenograms of N.C. 
Views before and after reduction by manipulation, showing upward displacement of the anterior crucial insertion. 


upward, leaving a punched-out depression in the 
superior surface of the tibial articulation. 

A particularly interesting study of the patho- 
mechanics of this fracture was presented in 1922 
by Blaisdell’ in connection with experiments per- 
formed on cadavers. He worked out what he called 
the “crucial triad,” representing the three types 
of injury that might follow undue strain on the 
anterior cruciate ligament. The first was avulsion 
of the osteochondral fragment at its insertion, as 
already described, the second, rupture of the cru- 
ciate ligament itself, and the third, avulsion of the 
attachment of the ligament from its point of origin 
on the inner side of the lateral femoral condyle. 


loose and catapulted against the back of a man’s 
calf, just below the knee. By good luck, the man 
was wearing high rubber boots, rolled down at the 
knee, which had the effect of dispersing the force 
and which protected the skin from compounding. 
Callender’s’ old, and not always reliable, rule that 
“bone gives way before fibrous tissue” was borne 
out in this case, for the final injury sustained was 
an avulsion fracture of the anterior crucial attach- 
ment. 

In addition to the back-and-forth strain, it must 
be remembered that avulsion fractures of the an- 
terior cruciate ligament may be caused by inward 
rotation of the tibia, producing a simple twist of 
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the knee. Since the cruciate ligament resists ex- 
cessive motion of this type, it is natural that an 
undue strain in the rotational direction should cause 
the fracture. Pringle, as cited by Jones and Smith,' 
emphasized the importance of this mechanism and 
was able to demonstrate it experimentally on a 
specimen. We believe this to have been the mecha- 
nism in a case reported below (Case 4). 
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a typical case of this sort, in which the upper frag- 
ment of an old fractured spine had become embedded 
against the inner surface of the lateral condyle of 
the femur. 


DIacGNosis 


The diagnosis of fracture of an anterior cruciate 
ligament is suggested by a characteristic history 
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Ficure 2. Roentgenograms of N.C. 
Views after reduction by manipulation, showing replacement of the anterior crucial insertion. 


Still a third fracture mechanism has been described 
by Jones and Smith* and quoted by numerous au- 
thors. It occurs relatively seldom and has not ap- 
peared in Clarke’s® series nor in our own. In these 
cases, the lateral spine of the tibia may be fractured 
without avulsion if the lateral femoral condyle 
smashes medially against it. Such an event is more 
apt to occur in association with fractures of the 
tibial condyles, or when the collateral ligament 
is stretched or torn. It can only take place when 
the lateral tibial spine is longer or sharper than 
usual, and Jones and Smniith* showed that there 
is a wide disparity of skeletal development in this 
respect. In dissection, Jones was able to demonstrate 


of injury followed by swelling and hemarthrosis, 
with pain in the knee joint and inability to extend 
the knee. In the acute stage, it is doubtful if this 
type of locking can be distinguished from that of 
a torn cartilage, though Jones describes a difference 
in the feeling of bony resistance. 

Certainly, this sign cannot be relied upon com- 
pletely, and in one of our cases the similarity was 
great enough to deceive us, as described below. 
The outstanding clinical picture is that of “internal 
derangement,” and the surgeon who sticks to this 
diagnosis will find it the most discreet as well as 
the most euphonious pronouncement he can make 
in the early stages. Roentgenography will, of course, 
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reveal the bone injury, but even here, caution must 
be observed. In the anteroposterior view, the dis- 
placement may hardly be noticeable, and in the 
lateral aspect, the avulsed portion may not offer 
heavy enough calcification to be at all conspicuous 
unless the films are of good quality and are studied 
with care. A hazy film will often be misinterpreted, 
but in a good film the osteochondral fragment can 
r ety seen lifted from its bed in the tibial plateau 
ig. 2). 


Ciosep RepuctTion 


Treatment of anterior-spine fractures may often 
be very simple. In cases in which displacement 
is slight, or in which there is no displacement, 
nothing is required except a stove-pipe plaster cast 
well applied. Theoretically, this does not wholly 
limit rotation of the tibia on the femur, but com- 
plete immobilization does not seem to be necessary. 
The cast should be maintained for five to seven 
weeks, depending on the severity of the injury. 


Figure 3. Tunnel Suture of Insertion of Anterior Crucial 
Ligament. 


During this interval full weight bearing should be 
encouraged. In the more severe cases, in which 
the avulsed fragment has broken loose so that it 
is tilted upward into the knee joint, a general anes- 
thetic must be given, but here, again, the fragment 
can usually be manipulated back into place by simple 
extension of the lower leg. If the displaced frag- 
ment fails to respond to this maneuver, Clarke® 
has described the use of gentle rotation of the tibia 
on the femur to stretch the crucial ligament and 
thus to disengage the bony fragment, after which 
extension of the knee serves to complete the re- 
duction. An even more forcible maneuver may 
sometimes be required, as in Case 2. Here it was 
necessary for the operator (H.K.M.) to press with 
both thumbs on the two sides of the patellar tendon 
until he felt he was able to catch the edge of the 
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fragment and depress it enough for it to fall back 
into place when the knee was extended. 


Oren REDUCTION 


Although most authors believe that closed manip- 
ulation will succeed in reducing these fractures, 
Roth! has insisted upon open reduction. His reasons 
would seem more convincing if they were not con- 
troverted by the general experience of many other 
surgeons. He believes that the anterior attachment 
of the lateral meniscus is displaced by the avulsion 
in such a way that it folds under the bony fragment 
and obstructs reduction. “From my experience 
at operation,” he says, “it is clear that what pre- 
vents the fragment from being replaced is the lateral 
meniscus. Until this is divided, no replacement 
is possible.” That this cannot be true is proved 
by the fact that Clarke was able to reduce all 10 
of the cases in his series by simple, closed methods. 
“Extension under anaesthesia will always reduce 
the fracture,” he states, and again, “we have never 
found it necessary to resort to operative treatment.” 
Four of our cases confirmed Clarke’s dictum, and 
in the fifth, which we opened under a mistaken 
diagnosis, we found the avulsed fragment lying 
free, with the meniscus offering no impediment 
to reduction. Nevertheless, Roth’s observation 
should be borne in mind, for it will explain failures 
in reduction that might occur. 

MacAusland’® and Lee" have argued in favor 
of open reduction on the grounds that the frag- 
ment can be replaced more accurately, the fixation 
will be more secure, and recovery will be more 
speedy. In their postoperative care, plaster casts 
are maintained for three weeks as against five to 
seven weeks by the nonoperative technic. The for- 
midable risk of wide surgical exposure of a knee 
joint does not seem to us to justify the small ad- 
vantage gained by this operation in routine cases. 
Nevertheless, each surgeon will judge for himself. 
Sever"? observes: “I am not at all convinced that 
early operation for repair of that particular type 
of fracture (tibial spine) is necessary, wise, or even 
efficient; and I don’t think the results are as good 
and the risks certainly are greater.” 

For a surgical approach our own preference is _ 
for the parapatellar type of exposure, with the 
original incision beginning as in a simple knee-carti- 
lage operation, and with extension of the incision 
as much as may be needed. 

Once the joint has been opened, the semilunar 
cartilage should be inspected and if damaged re- 
moved. The tibial avulsion itself can usually be 
replaced with ease. Lee! has advocated suturing 
it in place, and MacAusland'® has recommended 
screw fixation. Compere’s fracture textbook illus- 
trates the method of drilling a tunnel and suturing, 
which we have found to be both useful and easy. 
A bit is drilled obliquely upward from a point about 
2.5 cm. beneath the tibial plateau and 1 cm. 
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to the side of the tibial tubercle. The bit emerges in 
the floor of the cavity from which the bony frag- 
ment was avulsed. A second hole is drilled parallel 
to the first and No. 2 chromic catgut is then threaded 
up through one hole, mattressed through the frag- 
ment and brought down through the other hole 
to be tied over the tibial bridge (Fig. 3). Any al- 
ternative method of fixation would probably be 
equally effective, and Roth' has even stated that 
no fixation is necessary, once the fragment has been 
reduced and the leg secured in extension. Certainly 
greater security can be felt after the joint is opened 
if the surgeon has anchored down his reduction with 
some form of fixation. A stovepipe plaster is then 
advisable for not less than three weeks, after which 
gradual knee motion should be resumed actively. 


Case Reports 


Case 1.* E. B., a 22-year-old woman, could give no de- 
tails of her accident except that she fell off her bicycle 
and in doing so felt a sudden pain in the right knee. She was 
treated at first for a sprain, but x-ray examination showed 
the fracture, consisting of a mild upward displacement of 
the anterior cruciate attachment with its osteochondral frag- 
ment. No reduction was necessary. A seater, 3 cast was 
applied for 4 weeks, and walking was allowed. € patient 
made a full recovery and when seen again at the end of 7 
—_ had resumed full, normal activity, with no complaints 
whatever. 


Case 2. N. C., a 15-year-old boy, was thrown from his 
bicycle and was brought to the hospital with his left knee 
in about 15° flexion. He was unable to extend it or to bear 
weight. He could flex the knee to 90°. An attempt to test 
the cruciate ligaments proved so painful that it was not carried 
out in full. X-ray films revealed elevation of the anterior 
spine of the tibia, together with a moderately large fragment 
from the upper tibial epiphysis. An attempt was made to 
reduce this fracture under anesthesia. Full extension could 
not be obtained until the operator placed his right and left 
thumbs on either side of the patellar tendon and pressed in 
deeply as he manipulated the knee toward extension. A sud- 
den snap was then felt, giving the impression that this mis- 
placed enmeut had been reduced. Full extension could 
then be easily obtained, and in this position a long leg cast 
was applied. The patient’s postoperative course was unevent- 
ful. He was allowed on crutches on the 4th hospital day and 
was discharged on the 10th day, to be followed in the Out- 
Patient Department. The cast was retained for 3 weeks, 
after which he was allowed to walk on crutches without weight 
bearing. On his last visit, at the end of 3 months, he showed 
full, normal range of motion, and stated that he had no dis- 
ability whatever. He was not limited in any way in his ac- 
tivity, and he had no pain. 


Case 3. C. W., a 29-year-old man, fell about 20 feet from 
a ladder and landed on his feet. At first he did not realize 
that he had been injured, but after 30 minutes there was a 
dull pain in the right knee, and he was unable to extend it 
fully. After 8 days, he came to the hospital. Flexion to 90° 
was readily obtained, but extension beyond 165° could not 
carried out without severe pain. e patient localized 
his pain in the anterior compartment just behind the patellar 
tendon. X-ray films were pepracee as normal, though su 
sequent examination revealed the fracture with very slight 
displacement on the lateral view and none on the antero- 
posterior view. The patient was operated on under the di- 
agnosis of probable torn cartilage. The anterior cruciate 
omens with the tibial spine and a portion of the adjacent 


tibial plateau were found avulsed in a roughly quadrangular 
manner, and displaced upward into the anterior compartment 
of the knee. A tunnel suture was carried out by the technic 
described above. A plaster cast was applied, and postop- 
eratively x-ray films showed the fragment in good i 

*Referred to us through the courtesy of Dr. Edward C. Carr. 


position, 
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with normal joint space. The patient particularly 
unco-operative, and in spite all efforts, he persisted 


in keeping the knee rigid after the cast was removed at the 
end of 4 weeks. This continued for 3 months, and resulted 
in an almost completely stiff knee. Manipulation under an- 
esthesia at the end of this time succeeded in flexing the knee 
to 90° without difficulty, but it is estimated that another 
3 months will be required before normal motion is regained. 


Case 4. A. M., a 46-year-old man, was injured while 
shoveling dirt from.the bottom of an 8-foot trench when 
the ground caved in and buried him up to the level of his 
knees. hile he was thus immobilized, a chunk of tarred 
surface, about 75 pounds in weight, skidded against his thigh 
so hard that he was thrown in a semicircle to the left and 
backward while his legs were still firmly planted in the gravel. 
After being freed, the patient was unable to walk, and his 
knee was swollen. X-ray examination revealed a fracture 
of the anterior tibial spine of the left knee. The knee could 
be fully extended without anesthesia, and a plaster cylinder 
was applied in this position. Quadriceps-setting exercises 
were permitted while the leg was in plaster. The cast was 
removed after 1 month. At the end of 12 weeks the patient 
walked with a slight limp. He still lacked 5° of full extension. 
Flexion was normal. After weeks, there was no of 
extension or flexion, but some of quadriceps atrophy 
was still present. 


Case 5. P. A., a 14-year-old girl, was knocked off the 
bicycle that she was riding, and when her right foot struck 
the ground there was immediate pain in her right knee. In 
the course of the next few hours, the knee became markedly 
swollen, and she was unable to extend it. She was given a 
general anesthetic, and her physician manipulated the knee 
so that extension was obtained. After consultation an x-ray 
examination disclosed an avulsion fracture of the tibial spine, 
and the knee was then immobilized in a plaster cylinder in 
the position of extension. At the end of 6 weeks weight bear- 
ing was permitted, and after 10 weeks there was only slight 
residual ae and tenderness over the anterior compart- 
ment. She exhibited full flexion, but lacked 5° of full exten- 
sion. She has since regained full extension, and she walks and 
dances without any trace of disability. 


SUMMARY 


The mechanism and treatment of fractures of 
the tibial spines are discussed, with a review of the 
literature, and 5 cases are presented. 

Conservative treatment by closed manipulation, 
followed by a cylinder cast, is recommended in all 
but the exceptional cases. The technic of open 
and closed reduction is described. 
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OTOLOGIC ASPECTS OF VERTIGO* 
Joseru J. Fiscner, M.D.t 


BOSTON 


ERTIGO is a very important word in the vo- 

cabulary of the otolaryngologist. Unfortu- 
nately, some confusion exists, regarding not only 
etiology but also definition and nomenclature. Onc 
has to bear in mind that vertigo is a subjective symp- 
tom that makes the physician entirely dependent 
on the history given by the patient, who may call 
the most variegated sensations vertigo. He not 
only describes the feeling of being turned around 
or of objects turning around, but also sensations 
of losing the ground or being lifted up, or lightness 
or heaviness in the head. Others complain of un- 
steadiness and fainting, and finally a great many 
call vertigo the various visual sensations such as 
blurring, double vision, jumbling of letters and 
vertical lines that appear oblique. 

Hence the confusion in the nomenclature: turning 
vertigo, tactile vertigo, ocular vertigo, spatial vertigo, 
epileptic vertigo, hysterical vertigo, cardiac vertigo 
and so forth. 

The same confusion holds for the numerous def- 
initions of vertigo, some based on physiologic proc- 
esses, and others on psychologic ones. 

Vertigo can be elicited by all organs concerned 
with spatial consciousness: the peripheral laby- 
rinth, central pathways, eyes and proprioceptive 
pathways. For the last, attention should be directed 
to the close relation of the labyrinth to the tonus 
of the body musculature. 

For the otolaryngologist the two important ques- 
tions pertaining to vertigo are whether labyrinthine 
and nonlabyrinthine vertigo can be differentiated; 
and whether, within the labyrinthine vertigo, the 
central and peripheral types can be differentiated. 

Considering the fact that vertigo is not an ob- 
jective symptom that can be ascertained by the 
physician or determined quantitatively like other 
functional tests and that there is no histologic proof 
for the anatomic pathways, it appears obvious that 
such a differential diagnosis cannot be made on 
a scientific basis. The question must therefore be 
approached from a clinical point of view based upon 
clinical experience of thousands and thousands of 
cases; hence the differential diagnosis must always 
be considered a tentative one. There is first the 
differentiation of labyrinthine and nonlabyrinthine 
vertigo. The former is rotational. directional or 
systematic; the latter is nonrotational, nondirec- 
tional and asystematic. The latter group comprises 
the various sensations of dizziness found in diseases 
of the cardiovascular system and the gastrointestinal 
tract, endocrine lesions, visual disturbances and 


*This paper and the following two papers were presented as a sym- 
under the auspices of the Boston City Hospital, Decem- 
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so forth. It is discussed in detail from the stand- 
point of internal medicine by Dr. Aisner. 

Table 1 summarizes the differentiation of periph- 
eral labyrinthine vertigo and central vertigo. 

When one is taking the history of a patient with 
vertigo all leading questions must be strictly avoided, 
but if the patient himself mentions turning sensa- 
tions spontaneously, his statement is of great im- 
portance. 

Sham movements of surrounding objects are 
much more common than _ similar movements 
of the subject; the direction of the sham movements 
is the same as the fast component of the nystagmus. 

Peripheral vertigo occurs in the form of at- 
tacks; such a spell usually lasts a minute or a few 
minutes. There are but few exceptions in which 
the attack may continue for hours with a periph- 
eral lesion. Examples of this type are rupture of 
the window, hemorrhages and trauma. The clinical 
importance of a thorough history is demonstrated 
by the case of a patient with a chronic otitis media 
who has had repeated attacks of vertigo off and 
on over a long period. However, there is one spell 
he will never forget; he knows the exact date, even 
the exact hour when it occurred, and he knows also 
the direction of the moving objects. Such a history 
enables the clinician to arrive at the diagnosis of 
fistula of the horizontal semicircular canal; the 
establishment of the fistula coincides with this one 
severe attack of vertigo. 

Peripheral vertigo is often brought about by 
sudden changes of the position of the head. It is 
a characteristic history when the patient complains 
about his first attack in the morning when he gets 
out of bed; it is the change from the recumbent to 
the vertical position. The second attack occurs 
when he washes his face; there again is the change 
of position when he bends his head. 

Consciousness is never absent in_ peripheral 
labyrinthine lesions regardless of the intensity. 
Even with the most violent attack of vertigo, as 
mentioned above (window rupture), the patient 
will never lose his consciousness. Hence a loss of 
consciousness reported by the patient points rather 
toward a central lesion. 

Spontaneous nystagmus is always present during 
an attack of vertigo caused by peripheral laby- 
rinthine lesions; outside the spells, nystagmus may 
or may not be present, according to the underlying 
disease. 

The course of peripheral labyrinthine vertigo 
is self-limited. In cases of labyrinthitis there exists 
in the beginning vertigo and nystagmus to the af- 
fected ear, increasing in intensity; with the de- 
struction of the labyrinthine function, vertigo dis- 
appears (limited course). Should, however, the 
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infection spread beyond the boundaries of the inner 
ear, vertigo and nystagmus recur (now in the op- 
posite direction), enabling the clinician to arrive 
at the diagnosis of meningitis of the posterior fossa, 
or cerebellar abscess. In central lesions vertigo 
starts, gradually increases in the further course 
and persists usually for the entire length of time. 

The caloric reaction influences the spontaneous 
vertigo in cases of peripheral labyrinthine disease, 
whereas central lesions may not reveal any influence 
or some disproportion may exist between induced 
vertigo and induced nystagmus. 

Disturbances of equilibrium in labyrinthine dis- 
eases show the character of the peripheral type— 
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Postconcussion states, both simple and com- 
plicated. 

Sea sickness and air sickness. 

Cardiovascular lesions showing either rotational 
vertigo, as in vasomotor lesions of the end arter- 
ies, thrombosis of the inferior cerebellar artery 
and arteriosclerosis or nonrotational (described 


by Dr. Aisner). 


Vertigo can easily be understood as a symptom 
in such peripheral diseases as inflammatory, de- 
generative, toxic and traumatic conditions. It may, 
however, be difficult to explain the mechanism of 
vertigo for a number of lesions: commonly sum- 
marized under the heading of vascular disturbances. 


Taare l. Differential Characteristics of Peripheral Labyrinthine and Central Vertigo. 
Tyre or Turnine Suam Occur- Iwittatep Loss or Nystac- Course Arrectep Disturs- Sronta- Oroscoric Newuro- 
VERTIGO OVE- RENC BY Con- MUS BY ANCE Finpines LoGcic 
TION MENTS or Motion sciousness Catoric or N ystac- Finxpines 
Sur- VeRTIGOo Tes Four MUS 
ROUNDING LIBRIUM 
JECTS 
Cestghoret Rotational Present In attacks Yes None Present Self- Yes = Peripheral Peripheral Often Negative 
labyrin- limited type type positive 
thine 
Central Rotational Absent Contin- No Occa- Often Persistent Not Central Central Negative Often 
uously sionally absent type type positive 
pu Sarily 


that is, falling in the direction of the slow component 
and changes in falling with changes in the position 
of the head. In central lesions the equilibrium shows 
disturbances of the central type—that is, independ- 
ently of the position of the head. 

Spontaneous nystagmus in labyrinthine lesions 
shows the peripheral type: associated, horizon- 
tal-rotatory or rotatory-horizontal, medium in am- 
plitude and frequency, and persistent. In central 
lesions the spontaneous nystagmus may be associ- 
ated or dissociated, plain horizontal or rotatory 
or vertical, coarse in amplitude, slow in frequency 
and persistent or transient. 

The otoscopic findings in peripheral diseases are 
often positive, such as acute or chronic otitis media, 
cholesteatoma, adhesive process and scars, whereas 
in central lesions the findings are usually negative. 

The neurologic findings in peripheral diseases 
are mostly negative, whereas in central lesions they 
are often positive. 

The following diseases are accompanied by vertigo: 


Labyrinthine and retrolabyrinthine disorders, 
including inflammatory, degenerative, toxic, 
traumatic, neoplastic and _ vascular lesions 
(Méniére’s syndrome, angioneurotic crisis, allergy, 
migraine). 

Central lesions, particularly fast developing 
(inflammations, hemorrhages, multiple sclerosis — 
acute stage—and tumors), which display marked 
vertigo, whereas slowly developing processes such 
as multiple sclerosis, syringobulbia, chronic proc- 
esses and slowly growing tumors show very little 
or no vertigo. 


Meéniére’s syndrome is the most important in this 
group. A few of the many theories comprise dis- 
turbances of water, sodium or potassium metab- 
olism and allergy as a basis of the lesion. In spite 
of the apparent contradiction all these theories 
assume more or less the same origin — namely, 
a retention of fluid, leading to extracellular edema. 
Since the labyrinth presents a cavity with stiff walls 
filled with fluid, the slightest cellular edema will 
raise the endolabyrinthine pressure. This, in turn, 
explains the attacks of vertigo, the tinnitus and 
the impaired hearing. 

Angioneurotic crisis of the eighth nerve was first 
described by Kobrak.' He assumed an increased 
permeability of the vessels of the labyrinth and 
of the choroid plexus. The clinical manifestations 
are almost the same as those in Méniére’s syndrome. 

Hyperactivity of the carotid-sinus reflexes was 
given by Soma Weiss? as a cause of clinical symp- 
toms such as periodic attacks of vertigo, vaso- 
spasm, intestinal cramps and allergic reaction. 

Allergy as a basis for the Méniére syndrome has 
long been assumed by many authors. The fact that 
elimination of certain foodstuffs improved the 
clinical condition and that the histamine skin 
test (Myles Atkinson*) was positive gives proof that 
at least some cases are allergic in etiology. 

Migraine otique is the name given by Escat‘ to 
the following clinical pictures: attacks of vertigo, 
spontaneous nystagmus, tinnitus, impaired hearing, 
headaches and hemianopsia. The underlying lesion 
has been described as a circulatory disturbance 
of the internal auditory artery, increased endo- 
cranial pressure or brain swelling. 
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In central lesions differentiation should be made 
between fast developing and slowly developing 
diseases. Although the former are always associated 
with vertigo, the latter show very little or no vertigo. 
The majority of otolaryngologists believe that ver- 
tigo is a frequent symptom of multiple sclerosis. 
This is an erroneous assumption since vertigo is 
only experienced in cases of acute exacerbations 
of multiple sclerosis. 

In simple post-concussion lesions vertigo is often 

only symptom, lasting for many years. It is 
very difficult for the otologist to answer the ques- 
tion whether vertigo is caused by an organic lesion, 
or whether it is of psychogenic origin. Positional 
nystagmus and the head-moving test are sugges- 
tive. 
In the complicated post-concussion lesion — that 
is, commotio cerebris in addition to fracture of the 
skull — some other symptoms, such as headaches, 
fatigue, deafness or impaired hearing and tinnitus, 
are present. 

In sea sickness and air sickness vertigo is associ- 
ated with vasovegetative symptoms such as nausea, 
vomiting, perspiration, pallor, salivation and even 
diarrhea. The peripheral labyrinth is generally 
claimed as the site of the lesion. The observation 
that deaf mutes without labyrinthine function are 
not subject to sea sickness and the fact that sea 
sickness can be produced experimentally by imita- 
tion of the exact movements of the ship seem to 
favor this theory. However, there is one main symp- 
tom missing— namely, spontaneous nystagmus, 
which is characteristic of peripheral labyrinthine 
lesions. One theory explaining the lack of spon- 
taneous nystagmus is propounded by Quix,’ who 


THE NEW ENGLAND re OF MEDICINE 


July 28, 1949 


assumes that sea | is caused by stimulation 


of the otolith apparatus. 

In cardiovascular lesions one must differentiate 
the directional or true vertigo and the nondirec- 
tional or vague dizziness. To the former group 
belong the vasomotor disturbances of the internal 
auditory artery. It is difficult to locate the site 
of the vertigo, whether the peripheral labyrinth 
or the central labyrinthine pathways are involved. 
The same difficulty holds true for cases of throm- 
bosis of the inferior cerebellar artery. Shuster* de- 
scribes a syndrome consisting of vertigo, loss of 
hearing of high-pitched tones and involvement 
of the vertical semicircular canals. He assumes 
arteriosclerotic changes of the artery supplying 
the vertical canals and the part of the cochlea con- 
cerned with the perception of high sounds. 

For a detailed study on rotational vertigo the 
reader is referred to the book “The Inner Ear” by 
Fischer and Wolfson’ and for all the other forms 
of dizziness in cardiovascular and other diseases 
to the discussion of vertigo from an internal point 
of view presented by Dr. Aisner. 
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NEUROLOGIC ASPECTS OF VERTIGO 
Derex E. Denny-Brown, M.D.* 


BOSTON 


ERTIGO is a sensation, a symptom without 
any essential objective sign, and is therefore 
subject to all the limitations imposed by the descrip- 
tive powers and capacity for observation possessed 
by the patient. It is a subjective sensation of dis- 
equilibration and, whatever its origin, may be ac- 
companied by nausea, vomiting and circulatory 
collapse when the vertigo is severe. It is obviously 
important to separate the symptom from the sense 
of uncertainty, often described as dizziness (“‘false 
vertigo”) complained of by psychoneurotic pa- 
tients, particularly in panic states, but this is in 
practice not difficult. The distinguishing charac- 
teristic of true vertigo is that the sense of apparent 
movement is consistent, occurs in clear-cut attacks 
and is made worse by movement. 
The neurologist is chiefly interested in the o> 
cision whether a given complaint of vertigo has 
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origin in the labyrinth, the brain stem or the 
cerebrum. He is but little concerned with ocular 
causes, for they do not present vertigo as a primary 
disorder, and in such conditions as carotid-sinus 
syndrome and anemia the vertigo is usually non- 
specific and not a leading symptom. In the decision 
of the three usual situations of origin of true primary 
vertigo, the chief criteria used by the neurologist 
are the type of sensation, the form of the attack 
and the associated symptoms. 

The type of sensation is infinitely variable. In 
the most clear-cut sensations of rotation, the direc- 
tion of movement of objects should indicate the 
side of the lesion. A sinking sensation has no special 
significance, though its association with sudden 
limpness of the limbs may indicate involvement 
of the saccule or utricle (“the otolithic catastrophe” 
of Tumarkinf). Whether the patient feels that he 
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rotates or objects rotate around him has not been 
found of any value in the differential neurologic 
diagnosis. 

The most important criterion in my view is the 
form of the attack. Vertigo of labyrinthine origin 
is paroxysmal, beginning suddenly and maximally 
and then subsiding gradually. The attack should 
be brief — that is, lasting minutes or perhaps an 
hour or two—and should leave only a minor 
residual sensation of slight movement. Vertigo 
resulting from brain-stem lesions is by contrast 
more continuous, is made worse by movement and 
persists for hours or days at a time. Vertigo may 
occur at the beginning of an attack of epilepsy 
or migraine but is then transient, and does not 
persist after the remainder of the attack. If labyrin- 
thine vertigo is sufficiently severe to be associated 
with other symptoms it outlasts them. Both periph- 
eral and central vertigo may be related to change in 
posture, but, in my experience, this is more common 
in the central form. 

The usual associated symptoms of peripheral 
vertigo are tinnitus and deafness, but these may be 
entirely absent for a long period after the first 
attacks of Méniére’s disease. The most common 
associated symptoms of vertigo from brain-stem 
lesions are diplopia and other disorders of the 
cranial nerves such as numbness of the face, dys- 
arthria and ataxia. I have seen loss of conscious- 
ness from peripheral vertigo, but only as syncope 
at the height of a very severe attack. It is also un- 
common in central causes, except in epilepsy with 
vertiginous aura. If headache and vomiting are 
the first symptoms, a central cause must be sus- 
pected. 

The neurologic disorders associated with vertigo 
are chiefly diseases of the brain stem. Tumors of 
the lateral recess (auditory neuromas) and cere- 
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bellar tumors are associated with vertigo only in 
about 50 per cent of cases. Distortion of the brain 
stem is then present. Multiple sclerosis is asso- 
ciated with vertigo when a recent patch of the 
disease involves the brain stem, with associated 
cranial-nerve palsy, ataxia and disorder of the long 
tracts, but the vertigo subsides with the end of 
the acute phase of the attack. Thrombosis of the 
posterior inferior cerebellar artery is also a cause, 
and occlusion of other vessels in the pons and 
medulla gives rise to transient episodes of vertigo 
and cranial-nerve palsy in patients liable to vascular 
disease. Chronic syphilitic meningitis can produce a 
characteristic syndrome of facial paralysis, deafness 
and vertigo from loculation in the lateral recess. 

The investigation of vertigo involves not only a 
careful history and a close examination of labyrin- 
thine function but also testing of the other cranial 
nerves. If weakness, numbness or ataxia of limbs 
is present the patient has usually complained of 
them. The best leads to a correct appreciation in — 
a doubtful case are always to be gained from the 
history. 

Treatment of the condition obviously depends 
upon the diagnosis. I have nothing to add that is 
not already common knowledge, but wish to em- 
phasize the commonly remitting character of 
Méniére’s disease, and the value of tiding over 
early attacks with small doses of phenobarbital. 
In my opinion, the more radical treatments have 
many disadvantages and should not be embarked 
upon unless the patient’s livelihood is at stake and 
the condition clearly one-sided. Finally, I would 
warn against leaping to the conclusion that the 
patient is psychoneurotic simply because he is 
overanxious. A continuous uncertainty concern- 
ing the next moment when one may be flung to the 
ground can unnerve anyone. 


VERTIGO AS IT CONFRONTS THE INTERNIST 
Mark Aisner, M.D.* 


BOSTON 


HE term “‘vertigo” has been subjected to a 

great deal of abuse. It is not synonymous 
with “dizziness,” which is an extremely common 
symptom encountered almost daily by the prac- 
titioner of general medicine. Vertigo implies a sense 
of rotation with reference to surrounding objects 
in space and a loss of the sense of equilibrium. The 
patient complaining of this symptom is aware of 
some difficulty in the postural mechanism, and 
has a feeling of insecurity, especially in the upright 
position, when a sensation of falling or veering to 
one side is present. It is often a disabling and alarm- 
ing symptom, and one for which the patient will 
almost invariably seek medical attention. When 
resulting from disease involving the peripheral 
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labyrinth or auditory nerve, it is associated with 
tinnitus and deafness. 

In contrast are a group of subjective manifesta- 
tions variously referred to by the patient as dizzi- © 
ness, lightheadedness, giddiness, faintness, swim- 
ming sensation, fog before the eyes, blackout and 
so forth. Such symptoms are often seen in a variety 
of functional and organic disturbances, and should 
be differentiated from what is considered true vertigo. 
Differentiation is made possible by an accurate 
description of the sensations experienced by the 
patient, and by the evaluation of associated symp- 
toms and underlying or predisposing conditions. 
From the standpoint of the internist, these sub- 
jective complaints are far more frequently encoun- 
tered than true vertigo. Thus, they may comprise 
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part of the symptomatology of neurosis, cerebral 
arteriosclerosis, hypertension, various other cardio- 
vascular disorders, endocrinopathies, infectious 
diseases, gastrointestinal disturbances, sudden 
changes in posture, blood loss, other conditions 
causing cerebral ischemia and so forth. 

Perusal of many of the modern textbooks 
of medicine readily demonstrates the common 
misuse of the term vertigo, when actually the sub- 
jective sensation of dizziness or one of its many 
equivalents is meant. Thus, vertigo is listed as 
a symptom of a host of medical ailments, among 
them cardiac arrythmias, heart block, cardiac failure, 
carotid-sinus syndrome, hyperthyroidism, hypogly- 
cemia, Addison’s disease, anemias, menopausal 
syndrome and gastritis, to mention only a few. 
True vertigo is generally not encountered as part 
of the symptomatology of these disorders. Dizzi- 
ness and its many variants, however, are quite 
common. 

Apart from pure neurologic and otologic entities, 
the internist is apt to see vertigo as a manifestation 
of one of the following: hypertensive cardiovascular 
disease, leukemia and drug intoxication. 

Occasionally, one encounters mild vertigo in 
patients with hypertensive cardiovascular disease, 
more commonly in women. It may be associated 
with tinnitus. In unusual cases the vertigo and 
tinnitus may occur as isolated severe attacks, and 
under such conditions may be mistaken for Méniére’s 
syndrome. Such patients usually present a history 
of attacks after periods of excessive physical activity. 
Less commonly, in hypertension associated with 
arteriosclerosis, hemorrhage into the labyrinth may 
result in the sudden onset of severe vertigo, tinnitus 
and deafness. 

Involvement of the middle ear, the internal ear 
and the auditory nerve in the acute and chronic 
leukemias, though uncommon, is well known. The 
pathologic processes include hemorrhage, leukemic 
infiltration and  connective-tissue proliferation. 


Symptoms of vertigo, tinnitus and deafness result. 

Intoxication with drugs such as quinine, quini- 
dine, cinchophen and the salicylates may produce 
the symptoms of vertigo, tinnitus and decreased 
auditory acuity. This has been attributed to func- 
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tional impairment of the eighth nerve. The adminis- 
tration of streptomycin has frequently resulted in 
vestibular dysfunction and less commonly in deaf- 
ness. The occurrence of such disturbed function 
is related to both the size of the dose and the dura- 
tion of treatment. More recently, with the accepted 
lower dosage schedules for the treatment of strep- 
tomycin-sensitive infections, less difficulty with 
labyrinthine function has been experienced. How- 
ever, patients on the same dosage of the drug differ 
considerably in their susceptibility to these so-called 
toxic manifestations. The rotary component of 
vertigo is often absent in these persons, although 
difficulty with the postural mechanism is charac- 
teristic. Frequently, they experience the sensation 
of overshooting the mark when a sudden movement 
is made. For example, in reaching for an object, 
the hand may continue its progress for several inches 
beyond the object, or rolling over in bed may convey 
the sensation of continuation of that act. The patho- 
logic changes resulting in these symptoms have 
been localized by some to the ventral cochlear and 
inferior cerebellar nuclei, although recently addi- 
tional disturbance in the peripheral mechanism has 
been postulated. 

Vertigo not attributable to any of the causes 
already discussed falls into the realms of the neu- 
rologist and otologist, and may be a manifestation 
of disease of the labyrinth, the brain stem or the 
cerebrum. Under such circumstances, the internist, 
who is apt to see these cases first, must seek proper 
consultation. A history of recurring episodes of 
vertigo associated with fluctuating tinnitus and 
deafness may indicate Meéniére’s syndrome, which 
the internist may take upon himself to treat. In 
patients presenting vertigo as a symptom for the 
first time, consultation seems in order. Careful 
history taking and physical examination may be 
of value in the choice between neurologist and 
otologist. For example, persistent and progressive 
vertigo, disturbances in consciousness, memory 
defects and the presence of cranial-nerve palsies 
point to a lesion in the central nervous system and 
the advisability of neurologic consultation. The 
details of the otologic and neurologic aspects of 
vertigo have been discussed by Drs. Fischer and 
Denny-Brown. 
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THROMBOCYTOPENIC PURPURA ASSOCIATED WITH TUBERCULOUS SPLENOMEGALY 
AND TUBERCULOSIS OF THE BONE MARROW* 


Benjamin A. Goutey, M.D.,f Natuan Biumperc, M.D.,$ ann Recinatp J. Grayson, M.D§ 


PHILADELPHIA 


HEN splenectomy in thrombocytopenic 

patients has on occasion revealed the tuber- 
culous origin of a splenic enlargement, the post- 
operative results have been dramatic. Surgical 
intervention has removed both a fatal tuberculoma 
and a serious blood dyscrasia.':? Further knowledge 
of this apparently rare combination will probably 
show that such a surgical “‘cure’’ is not to be an- 
ticipated in every case because of developments 
such as those reported below — namely, the as- 
sociation of “primary” tuberculosis of the spleen, 
thrombocytopenic purpura and a widespread tuber- 
culosis of the bone marrow. We are unable to find 
a similar grouping of such lesions, which almost 
certainly was the basis for the fatal throm- 
bocytopenic purpura in the following case. 


Case REportT 


R. A., a 51-year-old Negro inmate of the Eastern State 
Penitentiary previously in good health, complained on August 
8, 1947, of lumbar pain radiating toward the right buttock 
and teriorly down the right thigh; also he stated that he 
had lost 25 Ib. (the weight dropping from 193 to 168 Ib.) in 

months. 

Physical examination revealed a hypertensive status but 
was otherwise negative. Later, the sciatica 
but pain appeared in the left upper quadrant of the abdomen. 
Attention was further drawn to the patient’s complaints 
when a tonsillectomy was postponed because of a bleeding 
time of 30 minutes. On November 26, 1947, re-examination 
disclosed that the spleen was palpable and very firm; the 
prostate was enlarged and hard, but elastic. X-ray examina- 
tion of the chest and pelvis did not reveal pulmonary or bone 
disease. € prostatic enlargement was diagnosed as “hyper- 
trophy of the prostate.” 

ever and prostration developed in the latter part of 
November, and from then until death on January 14, 1948, 
the temperature showed a “septic” fluctuation, ranging from 
96 to 105°F. The red-cell count remained fairly stable, rang- 
ing from 4,200,000 to 3,850,000, but early in January, in spite 
iver therapy, the count dropped sharply. On Janua 
examination of the blood showed a per ms count of 3,000,000 
and a white-cell count of 8900, with 78 per cent neutrophils, 
21 per cent lymphocytes, 1 per cent myelocytes and occasional 
normoblasts. The platelet count was 100,000. Another 
platelet count and a bone-marrow biopsy were ordered but 
unfortunately could not be done. The lungs remained clear. 
The liver was enlarged, and the spleen extended down to 
the umbilicus and was —— tender. Increasing hemor- 
rhages from the nose and mouth, petechial eruptions on both 
arms and the presence of numerous erythrocytes in the urine 
preceded the patient's death. 


*From the office of the Coroner of the City and County of Philadelphia, 
ged yom the Medical of the Eastern State Penitentiary, Phila- 
phia. 
associate physici thologi Hospital; c coroner 
physician the City of Philadelphia.” 
tAssociate professor of medicine, Temple University School of Medicine; 
senior attending phycicien, Joules ital; attendin Depart- 
ment of Diseases of the st, Philadelphia Gener pital; internist, 
Eastern State Penitentiary. 
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_ At autopsy, performed by Drs. Charles Swalm and Ben- 
jamin Gouley at the Coroner’s Office of Philadelphia, the 
conjunctivas showed moderate icterus; purpuric spots were 
visible on the arms and the trunk, in spite of the dark skin; 
a black bloody secretion was present in the nose and mouth. 

The lungs were normal aside from terminal congestion 
and edema. The liver was large, pale and soft, with numerous 
miliary tubercles beneath the capsule and throughout the 
peeve. The spleen was greatly enlarged, weighing 
50 gm. The capsule was roughened, and nodules, miliary 


Figure 1. Conglomerate Caseous Tuberculosis of the Bone 
arrow (from the Middle Portion of the Sternum). 


Giant cell, darkly stained, is seen at left, in small adjacent 
tubercle. Bone trabecula is seen at lower left (x 200). 


and larger, were visible through it. Section showed pale- 
ellow caseous nodules, ranging in size up to a half dollar. 

e intervening pulp was dark and soft. 

The stomach and small intestine were filled with dark 

. The adrenal glands were normal, as was the pancreas. 
A few scattered miliary tubercles were noted in the cortex 
of the left kidney. The urinary bladder showed congestion 
of the mucosa over the trigone, with some small tubercles. 
The right lobe of the prostate was enlarged to the size of a 
lemon and filled with large caseous nodules conglomerate 
with caseation in the adjacent seminal vesicle. 

o bone lesion was noted on gross examination. However, 
on decalcification of numerous bone sections preparatory 
to histologic examination, it was noted that the marrow sub- 
stance showed grayish-white infiltrations, generally small 
and patchy but in some areas solid, homogenous and waxy. 
_ Death was due to massive gastrointestinal hemorrhage 
in connection with a widespread purpura. 

Histopathological examination of the liver disclosed nu- 
merous miliary tubercles. The intervening parenchyma 
showed an inflammatory reaction. The Kupffer cells were 
swollen, and the liver cords separated in many fields by edema 
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into which many polymorphonuclear leukocytes had in- 
filtrated. The periportal tissue also showed a cellular infil- 
tration composed of many monocytes and polymorphonu- 
clear leukocytes, but there was no increase of fibrous tissue 
and no biliary-duct hyperplasia. 

The spleen showed extensive caseation. There was a marked 
hemorrhagic infiltration around most of the caseous areas, 
infiltrating them, undergoing an acute hyalinization and 
merging in many fields with the caseation. The splenic fol- 
licles were not hyperplastic, but there was a moderate reticu- 
loendothelial hyperplasia lining the sinusoids. The latter 
contained erythrocytes and monocytes of various types. No 
megakaryocytes were found. 

Sections from three ribs (fourth, fifth and sixth left, ad- 
jacent to the costochondral junction) and from the mid- 
portion of the sternum all showed widespread miliary-tubercle 
invasion, and marrow hyperplasia in the intervening non- 
caseous areas. Conglomerate caseation replaced the original 
marrow structure in many low-power fields in sections from 
each of six paraffin blocks (Fig. 1). Typical giant cells of 
the Langhans type were numerous and were found even in 
the small submiliary foci of early caseous coalescence (Fig. 
2). Although numerous tubercles impinged on the bony 
trabeculae, the latter were scarcely involved. In many areas 
they remained undamaged despite the complete disappearance 
of the marrow and its replacement by caseation. In only 


Ficure 2. Coalescence of Small Miliary Tubercles. 


Note the characteristic giant cells of Langhans type. The dark 
curved upper border is a bone trabecula (x 176). 


one or two fields was there characteristic fragmentation under 
osteoclastic attack. 

In the bone-marrow hyperplasia, erythropoeisis predomi- 
nated. Megaloblasts and especially normoblasts crowded 
the fields. Granulopoeisis was rather diminished, and in 


some fields scarcely noted. Normal megakaryocytes were 
absent. However, there were many large giant cells, irregu- 
larly round, with clear basophilic cytoplasm. They con- 
tained a hyperchromatic nucleus of varied shape; generally, 
it was a tangled skein of dense black structure covering both 
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the center and the periphery of the cell. Other giant cells 
showed a uliar dagtheoet deposition of the chromatin 
(Fig. 3). ey were remote from caseous areas, and could 
be differentiated from the Langhans giant cell of caseation 
by their structural and staining aspects. They were con- 
sidered to be degenerate megakaryocytes. _ 

Staining for acid-fast —_ in paraffin sections revealed 
well stained tubercle bacilli in the caseous lesions of the spleen, 
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Ficure 3. Megakaryocyte, Degenerate Form (?), with Large 
Gient Cell, Remote from Guesns Lesions and Clear Basophilic 
Cytoplasm. 

Note marrow hyperplasia with numerous normoblasts (x 500). 


the prostate and seminal vesicle, and numerous but poorly 
stained bacilli in the bone marrow. 


Discussion 


Purpura has long been recognized as an occasional 
complication of pulmonary and nonpulmonary 
tuberculosis.*-> Its pathogenesis was obscure for 
many years. In 1911 Cannata® postulated an adrenal 
insufficiency with consequent loss of vascular tone; 
Bauch* (1916) referred to a toxic degeneration 
of vascular endothelium, and Pratsicas’ (1924) 
to a cutaneous and intestinal embolism in the course 
of tuberculous bacillemia. The latter explanation 
made miliary tuberculosis a necessary precursor 
of the purpura. . 

The role of the spleen in this type of purpura 
was previously unknown or ignored as in the report 
of Pratsicas, in which the purpura in 4 patients 
was accompanied by gastrointestinal hemorrhage 
in 3, and by splenic enlargement in all, proved at 
autopsy to be tuberculosis of the spleen. This find- 
ing was obscured by the emphasis placed on miliary 
tuberculosis as the basic cause for the purpura. 

“Primary” tuberculosis of the spleen does not 
necessarily lead to purpura. The latter was noted 
only twice in the 50 cases collected by Winternitz.® 
In fact, the interesting combination of splenic 
tuberculosis and thrombocytopenic purpura has 
been reported only three times,':?:* the diagnosis 
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having been made after splenectomy or at autopsy. 
Earlier observers were unaware of thrombocytopenia, 
and it is likely that many previously cited cases 
of purpura in tuberculosis were identical with the 
case reported above. No purpuric patient today 
would be studied without platelet counts and bleed- 
ing-time determination. These may give the only 
diagnostic clue, since on exceptional occasions a 
tuberculous spleen of clinical significance may be 
only slightly enlarged, and therefore not palpable. 
In the case reported by Weiner and Carter? the 
spleen weighed 237 gm. and was not palpable before 
operation. In Kellert’s' patient, a splenomegaly 
was noted; the organ weighed 1050 gm. In most 
cases of “primary” or “isolated” tuberculosis of 
the spleen, the enlargement is an outstanding phys- 
ical sign. 

The term “primary tuberculosis of the spleen” 
was introduced many years ago by Winternitz,*® 
who emphasized its limitations. However, it is 
useful thus to characterize a striking splenomegaly, 
in many cases of extraordinary size — the organ 
weighing as much as 3780 gm." and filled with mas- 
sive or conglomerate tuberculous caseation, the 
basis of symptoms and the ultimate cause of death 
of the patient. This is in contrast to the insignificant 
and incidental tuberculous splenitis without splenic 
enlargement sometimes encountered at autopsy 
in tuberculous patients. 

As originally noted, the term “primary” does 
not signify portal of entry or even the initial site 
of tuberculosis. In primary tuberculosis of the 
spleen it is almost certain that a primary extra- 
splenic involvement has long since healed and a 
latent splenic focus has gradually assumed clinical 
importance. This must account for the fact that 
the large majority of patients so involved are adults. 
Primary tuberculosis of the spleen may clinically 
be the only discoverable tuberculous lesion. Often, 
it is accompanied by tuberculosis elsewhere, which, 
however, is nonpulmonary in at least 50 per cent 
of patients. In all cases the pathologist finds 
a miliary invasion of the liver, via portal transport, 
secondary to the splenic lesion. In the case reported 
above there was also an important genitourinary 
involvement, probably a concurrent development. 
We have pointedly ignored it, emphasizing instead 
the involvement of the spleen and bone marrow, 
which certainly was the cause of the patient’s hem- 
orrhagic tendency and finally of his death. How- 
ever, in passing, it should be pointed out that rec- 
ognition of the tuberculous nature of the patient’s 
genitourinary disease would possibly have led to 
a similar conclusion concerning the splenomegaly. 

At autopsy the osseous system showed nothing 
of note. In view of the microscopical finding of 
bone-marrow involvement, the absence of tuber- 
culous osteitis and periostitis was striking. The 
occurrence of miliary tuberculosis of the bone 
marrow has recently been reported," but we are 
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unaware of such widespread involvement as noted 
in this case with so little bone destruction. 

In fields not replaced by caseation or precaseous 
inflammation, the bone marrow was hyperactive. 
The concentration of normoblasts was notable. 
Polycythemia has been recorded in cases of tuber- 
culous splenomegaly.'® Our patient at first had 
a moderate secondary anemia; his acute anemia 
in the last month of life was due to hemorrhage 
and toxicity and possibly to a myelophthisic factor 
because of marrow caseation. The absence of normal 
megakaryocytes was probably a toxic reaction to 
tuberculosis — not only to systemic infection but 
more so, we believe, to the local bone-marrow in- 
volvement. 

This patient did not have “myelofibrosis,” a 
myelopathy in which bone-marrow elements are 
replaced by fibrous tissue, with compensatory extra- 
medullary hematopoiesis in other organs of the 
reticuloendothelial system. It has been emphasized 
that myelofibrosis, previously known as a reaction 
to toxemia and bone-marrow irritation of various 
types, may also follow systemic miliary tubercu- 
losis." The spleen may or may not be involved in 
the tuberculous process, and although the organ 
is often moderately enlarged, it is decidedly not 
the splenomegaly known as “primary tuberculosis 
of the spleen.” None of the 4 patients with myelo- 
fibrosis associated with tuberculosis recently re- 
ported by Crail, Alt and Nadler® exhibited throm- 
bocytopenic purpura. In contrast, our patient did 
not show evidence of myelofibrosis or of the ac- 
companying widespread visceral fibrosis, which 
seems to constitute a chronic cellular reaction pe- 
culiar to some types of miliary tuberculous infection. 

Tuberculosis of the bone marrow was almost 
certainly a factor in this case of thrombocytopenic 
purpura. To what extent it governed or influenced 
the purpura can only be determined by future ob- 
servation of similar cases; it will be interesting to 
see not only what information can be gleaned by 
bone-marrow biopsy but also what splenectomy 
can offer in the presence of tuberculous myelitis. 
This may be a new field for streptomycin therapy. 

In addition, 2 cases of “primary” tuberculosis 
of the spleen with purpura have been seen in the 
last two years in the large post-mortem experience 
at the office of the coroner of Philadelphia. These 
three patients were adult Negroes. Death resulted 
from gastrointestinal hemorrhage. The second 
case showed, as did the first, a tuberculous myelitis 
in the sternum and in many ribs. Unfortunately, 
a similar study of the bone marrow was omitted 
in the third case. Previously reported purpura in 
tuberculosis has presumably been in white patients. 
Our own experience indicates that colored patients 
with fever, splenomegaly, purpura and other hem- 
orrhagic manifestations form a group in which tu- 
berculosis of the spleen, thrombocytopenia and bone- 


marrow tuberculosis are major diagnostic possi- 
bilities. 


SUMMARY 


A case of fatal gastrointestinal hemorrhage as- 
sociated with purpura and splenic tuberculosis is 
reported. Tuberculosis of the bone marrow without 
bone destruction was noted in conjunction with ab- 
normality of megakaryocytes. 
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STRANGULATED DIAPHRAGMATIC HERNIA COMPLICATING PREGNANCY* 
Report of a Case 


Georce A. Bourceots, M.D.f Witrrep T. Hoop, M.D.{ 


MARLBOROUGH, MASSACHUSETTS 


IAPHRAGMATIC hernia is not a rare com- 

plication of pregnancy. By roentgenologic 
examination Rigler and Eneboe' demonstrated 
this condition in 25, or 12.8 per cent, of 195 women 
in the last trimester of pregnancy; in 4, or 5.1 per 
cent, of 71 primiparas; and in 21, or 18.1 per cent, 
of 116 multiparas. They reached the conclusions 
that diaphragmatic hernia is commoner in the fe- 
male than in the male, that its incidence increases 
with age and repeated pregnancy and that increased 
intra-abdominal pressure is an important etiologic 
factor. Mengert and Murphy? showed that intra- 
abdominal pressure is increased by voluntary mus- 
cular effort during labor. 

Although relatively common during pregnancy, 
diaphragmatic hernia is seldom responsible for major 
symptomatology. It is generally recognized as a 
cause of persistent and intractable pyrosis and other 
minor gastrointestinal symptoms, characteristically 
aggravated by the horizontal and relieved by the 
upright position.* But the few cases of strangulation 
recorded in the literature spell a high incidence 
of tragedy. Maternal deaths are reported in the 
ante-partum period by R. O. Muller‘ and by Keim, 
Rosenthal and Hugier,' in the intra-partum period 
by Granzow® and by Diddle and Tidrick,’ and in 
the post-partum period by Legry.* Maternal sur- 
vivals are recorded by Salgado® (cesarean section 
early in labor), by DeLee and Gilson’® (strangula- 
tion occurring post partum and responding to con- 
servative treatment) and by Thompson and Le- 


*From the Marlborough Hospital. 

in gynecology, Tufts Col al School; to 
the staff on ebueesien and gynecology, es Hospital 

tMember, active staff, Marlborough Hospital; member, quaneeey staff, 
Clinton Hospital, Clinton, Massachusetts. 


Blanc" (intra-partum strangulation with successful 
post-partum operation). 

In the case reported below the patient experienced 
pyrosis throughout the greater part of two preg- 
nancies. During the last ten days of her second 
pregnancy strangulation of the diaphragmatic hernia 
was manifested by hematemesis and melena. The 
diagnosis was established by x-ray examination. 
Definitive management of the problem was pred- 
icated on reduction of intra-abdominal pressure 
by prompt evacuation of the uterus without labor, 
spinal block being employed as the anesthesia of 
choice. Evacuation of the uterus was accomplished 
by vaginal cesarean section because the infant was 
small, and an extraperitoneal procedure promised 
a clean peritoneal cavity if surgery directed at the 
diaphragmatic hernia became necessary. For- 
tunately, the hernia underwent spontaneous reduc- 
tion after delivery. 


Case REporT 


un her 
er ex- 


Mrs. N. T., a 31-year-old secundigravida, had 
last normal menstrual period on August 30, 1947, 
pected date of confinement being June 6, 1948. 

Except during her pregnancies the patient had always 
been well. She had had no serious illnesses, no operations 
and no injuries. The menarche had occurred at 12 years of 
age, and her periods had been regular, occurring about every 
28 days and lasting 4 or 5 days with moderate flow and no 
pain. The family history was irrelevant. 

The patient had delivered spontaneously at term a 3-pound, 
13-ounce, male infant on November 19, 1941. Throughout 
this pregnancy she had complained of severe heartburn, and 
at times of puffiness about the hands and face. She was kept 
on a low-salt diet during the last 2 months of gestation. On 
admission to the hospital for delivery her b pressure was 


156/90, and urinalysis showed slight albuminuria. The infant 
survive 

The patient was first seen on November 30, 1947. She 
complained of heartburn and nausea occurring about 30 
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minutes after meals. Her blood pressure was 158/80, and 
on vaginal examination the uterus was consistent with a 3 
months’ gestation. The blood serologic findings were nega- 
tive; the blood was Group “A” and Rh+. Throughout this 
pregnancy her blood pressure varied from 150/90 to 160/90, 
and she complained of constant heartburn with nausea comin 
on while she was lying down. Urinalyses were within norma 
limits. On May 19, 1948, she began vomiting brownish coffee- 
und material at night and noted tarry stools and weakness. 
She voluntecred the information that the nausea and vomiting 


Ficure |. X-ray Film Taken on May 28, Showing a 
Diaphragmatic Hernia of the Stomach Late in Pregnancy. 


had occurred while she was lying down and had been relieved 
by sitting up. 

On May 25 examination of the blood revealed a red-cell 
count of 2,600,000, with a hemoglobin of 50 per cent, and 
a white-cell count of 10,950, with a normal differential. 

On admission to the hospital the next day the blood pressure 
was 130/84. The uterus rose 25 cm. above the symphysis 
and contained a fetus estimated to be 5 Ib. in weight, pre- 
senting by vertex. The fetal heart sounds were clear and 
regular in the right lower quadrant, the rate being 130 per 
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minute. Hematemesis and melena 
strongly positive for blood. Two c. transfusions 
were given. On May 28th a gastrointestinal series (Fig. 1) 
was interpreted as follows: 


rsisted, the stools being 


There is a single fetus of og pen 8 months in 
ages presenting by vertex, with the occiput to the left. 

ere is a diaphragmatic hernia. There is no peptic ulcer 
or gastric carcinoma. After 5 hours there is still some bari- 
um in the hernial pouch. 


On May 29 the hemoglobin was 72 per cent, and the red-cell 
count 3,700,000. 

On the same day a vaginal cesarean section was performed 
under spinal anesthesia with the aid of a Schuchardt incision. 
A 5-pound, 8-ounce, normal living male infant was delivered 
from the left occipitoposterior position by rotation and ex- 
traction with Kielland forceps. The patient received a third 

c. blood transfusion after operation and was kept in 
Fowler’s position postoperatively. Her postoperative course 
was uneventful, with no heartburn or nausea, the stools be- 
coming negative for occult blood on the 3rd posto rative 
day, and the — temperature being 99.6°F. She and 
her infant, who then weighed 5 pounds, 12 ounces, were both 
discharged from the hospital in good condition on the 11th 
postoperative day. 

hen seen on July 12 the patient had no complaints. Ex- 
amination disclosed a well healed — giving good sup- 
port with no cystocele or rectocele. The cervix was clean 
and presented healed anterior and posterior incisions. The 
uterus was well involuted and normal in size, contour, posi- 
tion and mobility. There were no adnexal masses or tender- 
ness. On November 8, 1949, a gastrointestinal series showed 
no evidence of diaphragmatic hernia. 


SUMMARY 


A case of strangulated diaphragmatic hernia 
in pregnancy with survival of mother and infant, 
is reported. 

The literature on diaphragmatic hernia as a com- 
plication of pregnancy is briefly reviewed. 
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OGRESS in endoscopy during the past two 

years has been marked by an improvement 
in diagnostic methods. These, in turn, have been 
aided by the use of new instruments. It seems fitting 
that this article should be devoted to a survey of 
the technical advances and to a re-emphasis of some 
of the important aspects of endoscopy. 


BroncHoscopy 
This is such a well established procedure i in the 
diagnosis and treatment of bronchop 
disease that one might think there would: be 
littl that was new to rt. However, im- 


proved technic by the use of the Broylest broncho- 


Tasie l. Bronchoscopic Diagnosis in 118 Cases of Carcinoma 


of t ung. 
Diacnosis No. or Percentace 
Cases 

Other suggestive bronchoscopic evidence ....... 23 20 
Neoplastic cells found ..... 105 89 
Neoplastic cells | 

negative .... 43 36 


scope makes the introduction of the instrument 
easier for the patient and the visibility better for 
the bronchoscopist. The Broyles bronchoscope, 
having an expanded lumen proximally, permits 
the operator to visualize the vocal cords very easily 
without the aid of the cumbersome laryngoscope, 
and the patient is subjected to less discomfort when 
the bronchoscope is introduced into the trachea. 
The visibility is further increased by improved 
lighting and by the use of foroblique, right-angle 
and retrograde telescopes for inspection of the 
various bronchial orifices that are beyond the reach 
of the straight bronchoscope. Biopsies may be 
taken in the usual manner or with special forceps 
provided for use in conjunction with the foroblique 
telescope. Tumors or stenoses of the upper-lobe 
orifices, invisible by direct bronchoscopy, may be 
readily visualized by the use of the right-angle tele- 
scope. 

Another major advance in bronchoscopic technic 
is the special method of aspirating secretions for 


*From the Massachusetts Genera! Hospital. 
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cancer-cell study (Papanicolaou'). By the use of 
this method Gibbon et al.? report a very high in- 
cidence of positive results in carcinomas inacces- 
sible to direct visualization by bronchoscopy, and 
negative to cancer-cell sputum study. Their results 
are reviewed in Table 1 and 2. 

My own experience in a study of 309 proved 
cases of primary bronchogenic carcinoma reveals 
that bronchoscopic biopsy was positive in 189 cases 
(61 per cent), and that in 5 additional cases cancer 
cells were found in the secretions aspirated at the 
time of bronchoscopy. With improved technic in 
washing out of the bronchus leading to the area 
under suspicion, cancer cells may be found more 
frequently. 

At the risk of repetition and at the risk of point 
ing out what to many is obvious, I emphasize again 
the indications for bronchoscopy. . This procedure is 
of real assistance in establishing a ‘diagnosis when 
symptoms exist such as cough, hemoptysis and 
wheeze. Unfortunately, this diagnostic aid is not 
always used when indicated. Furthermore bron- 
choscopy should be performed in cases of bronchial 
obstruction, atelectasis, tuberculosis, lung abscess, 
bronchiectasis, tumor and foreign body. 

The importance of bronchoscopy in hemoptysis 
when x-ray examination may be negative or in- 
conclusive should be particularly emphasized. In 
a recent case in which hemoptysis was the presenting 


Tasie 2. Bronchoscopic Diagnosis in 31 Patients Explored. 


DiacGnNosis No. or PErcentrace 
Cases 
No plastic ‘ond 4+ 13 


symptom x-ray films were taken on several occasions 
and were said to be essentially normal or to show 
some bronchiectasis. Everybody seemed satisfied 
and bronchoscopy was not suggested by any of 
three physicians until nine months had elapsed. 
At the time of bronchoscopy a carcinoma of the 
right main bronchus was easily demonstrated, and 
biopsy obtained. Fortunately, the lesion appeared 
to be favorable for pneumonectomy which was 
successfully carried out a few days later. Since 


several similar cases have come to my attention 


152 
ital, 


Vol. 241 Ne. 4 


recently, I consider it of the greatest importance 
to stress the value of bronchoscopy in hemoptysis. 


In this field of endoscopy, the most important 
point to emphasize is one that is by no means new 
but is far too often neglected by the medical pro- 
fession. Reference is made to the use of a previously 
swallowed thread as a guide to bougienage and 
sometimes as a guide to esophagoscopy. As long 
as a patient can swallow water, he can swallow a 
thread (No. 1 white silk), and thus keep a lumen 
open. If the lumen is not kept open it all too often 
shuts down very suddenly and completely. Such 
a complete stoppage frequently occurs when least 
expected, many weeks after lye ingestion, or during 
or after radiation therapy for carcinoma. Just prior 
to complete stoppage the physician in charge, and 
also the patient, may be lulled into a false sense of 
security by the latter’s ability to take liquids or 
even very soft solids. The esophagoscopist, as well 
as the patient, is very much “up against it” when 
there is absolutely no lumen whatever and no thread 
to guide the way. It is admitted that occasionally 
a lumen can be re-established by very gentle probing 
with a small bougie used under direct vision through 
the esophagoscope, and also that intravenous 
therapy with improved hydration sometimes re- 
sults in a spontaneous reopening of a lumen, but 
the wise physician should never wait for this even- 
tuality. Therefore in the early stages of a lye stric- 
ture or preliminary to radiation therapy for car- 
cinoma of the esophagus, he should instruct the 
patient to swallow a continuous No. | white silk thread, 
at the rate of about 15 cm. per hour, keeping the 
spool in his breast pocket, and cutting off the distal 
end as it appears at the anus, and, secondly, he 
should call in a competent esophagologist. 

Another point worth emphasizing is that in a 
patient suspected of having carcinoma of the esoph- 
agus, one negative biopsy does not exclude it. At 
least one more biopsy should be obtained from deep 
within the lumen of the narrowed area. 


GAsTROSCOPY 


_ The development of the Benedict operating gas- 
troscope* has opened a new field for positive gas- 
troscopic diagnosis. With this instrument it is pos- 
sible to aspirate secretions (and thus to permit 
better visualization of the stomach) and to obtain 
biopsies for accurate microscopical diagnosis. This 
instrument was first used in March, 1948, and since 
then 50 biopsies have been obtained with the posi- 
tive microscopical diagnoses listed in Table 3. There 
have been no accidents or complications. 

One of the most valuable uses of gastroscopic 
biopsy is in the diagnosis of lymphoma. From the 
gross appearance alone when viewed through the 


*Manufactured by the American Cystoscope Makers, Snesspeseted, 
New York City. 
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gastroscope, lymphoma is readily mistaken for gas- 
tritis or diffuse infiltrating carcinoma. Therefore, 
the obtaining of a biopsy is of very great importance. 
A positive biopsy is more valuable than a negative 
biopsy, but when one is dealing with a diffuse process 
a negative biopsy, adequately taken from a repre- 
sentative area, should go a long way toward ex- 
cluding lymphoma. A positive biopsy definitely 
clinches an otherwise impossible diagnosis. 

In the diagnosis of carcinoma of the stomach, 
when doubt exists from the clinical, laboratory 
and x-ray standpoint, a positive gastroscopic biopsy 


Taste 3. Microscopical Diagnoses of Specimens Obtained 
with Benedict Operating Gastroscope. 
Diacnosis No. or 
‘ Cases 
or lymphoma (later proved to be lymphoma)... .. 


is of great importance. A negative biopsy does not 
exclude carcinoma. 

In spite of the great increase in knowledge of 
gastritis since the development of the Wolf- 
Schindler,‘ flexible gastroscope, the surface has 
barely been scratched in attempts to correlate the 
clinical, radiologic, gastroscopic and pathological 
findings in gastritis.*» © From the 50 biopsies already 
taken and studied by Dr. Tracy B. Mallory and 
me, it is apparent that much remains to be done 
in determining the limits of normal gastric histology, 
and in classifying the type and severity of gastritis. 
It is probable that postoperative gastritis does not 
exist as a separate entity. Thick folds do not neces- 
sarily mean gastritis. Reddening, edema and ad- 
herent secretion may be present in a gastric mucosa 
that shows no significant histologic change. On 
the other hand, there may be pathological evidence 
of gastritis in a stomach that looks normal to the 
endoscopist. 

This relatively easy method of gastric biopsy 
is thus already of clinical importance and will even- 
tually lead to a better understanding of gastric 
histopathology. 


PERITONEOSCOPY 


In this field of endoscopy no new instruments 
have been developed, but I wish to emphasize the 
increasing value of the procedure, which permits 
positive diagnosis of carcinoma of the liver, car- 
cinomatosis, tuberculous peritonitis, abdominal and 
pelvic tumors, unexplained ascites and so forth 
without laparotomy. In many cases it saves un- 
necessary exploratory laparotomy. Furthermore, 
it can be safely performed on patients who are too 
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sick to justify major surgical procedures, but 
in whom it is important to obtain a positive diag- 
nosis. Biopsy specimens can and should be obtained 
in almost all cases. 
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MASSACHUSETTS MEDICAL SOCIETY 
PROCEEDINGS OF THE ONE HUNDRED AND SIXTY-EIGHTH ANNIVERSARY 


May 24, 25 and 26, 1949 


HE one hundred and sixty-eighth anniversary 
of the Massachusetts Medical Society was 
observed at the Worcester Memorial Auditorium 
in Worcester on May 24, 25 and 26, 1949. 
Twelve hundred and' thirty physicians, 224 ex- 
hibitors and 100 ladies were registered 
The Supervising Censors met in Room E at the 
Hotel Sheraton on May 23 at 4:30 p.m. This meet- 
ing was followed by the Cotting Supper in the Ball- 
room of the Hotel Sheraton, which was attended 
by 207 councilors. The annual meeting of the 
Council followed this supper at 7:00 p.m., with 203 
councilors in attendance, as recorded in the attend- 
ance books. 


Tuespay, May 24 


The first general session opened at 9:00 a.m. in 
the Little Theater of the Auditorium under the 
co-chairmanship of Dr. John J. Dumphy and Dr. 
Bancroft C. Wheeler. 

The one hundred and sixty-eighth annual meet- 
ing of the Society was held in the Little Theater 
at 11:00 a.m. President Daniel B. Reardon pre- 
sided. The attendance was about 150. Dr. Reardon 
spoke on “The State of the Society,” after which 
the annual oration, “Some Responsibilities of 
Medical Education,” was delivered by Dr. C. 
Sidney Burwell. (This lecture appeared in the 
June 9 issue of the Journal.) The annual luncheon 
was served on the stage of the Auditorium to 135 
fellows. 

The second general session was held in the Little 
Theater at 2:00 p.m. under the co-chairmanship 
of Dr. Edward P. Bagg and Dr. Donald Munro. 


Wepnespay, May 25 


The third general session was held at 9:00 a.m. 
under the co-chairmanship of Dr. George R. Dunlop 
and Dr. Fred H. Allen. The Shattuck Lecture was 
delivered at 11:05 a.m. by Dr. Paul D. White, of 
Boston, on the subject, “‘La Médecine du Coeur.” 
(This lecture appeared in the May 26 issue of the 
Journal.) 


At noon certain of the sections held their 
luncheons, followed by their annual meetings. The 
Section of Medicine, under the chairmanship of 
Dr. Laurence B. Ellis, met on the stage. The at- 
tendance was 89. The Section on Pediatrics met 
in the Assembly Room under the chairmanship of 
Dr. W. Bradford Adams. The attendance was 48. 
The Section on Radiology, under the chairmanship 
of Dr. Albert M. Moloney, met in the Male Chorus. 
Room with 40 in attendance. The Section on 
Physical Medicine met in the Musicians’ Room, 
under the chairmanship of Dr. David C. Ditmore, 
with 38 in attendance. 

At 2:00 p.m. the fourth general session was held 
in the Little Theater under the co-chairmanship 
of Dr. Donald B. Cheetham and Dr. Lawrence R. 
Dame. 

The annual dinner was held in the Ballroom of 
the Hotel Sheraton at 7:00 p.m. with 439 in at- 
tendance. The speaker of the evening was Roscoe 
Pound, LL.D., University Professor Emeritus of 
Harvard University and former dean of Harvard 
Law School, who delivered an address entitled, 
“The Professions in the Society of Today.” 


Tuurspay, May 26 


The fifth general session was held in the Little 
Theater at 9:00 a.m. under the joint chairmanship 
of Dr. James T. Brosmen and Dr. Norman B. 
McWilliams. 

At noon the remaining scientific sections held 
their luncheons and meetings. The Section of Sur- 
gery met on the stage under the chairmanship of 
Dr. Robert E. Gross, with 27 in attendance. The 
Section of Obstetrics and Gynecology met in the 
Male Chorus Room, under the chairmanship of 
Dr. James F. Conway, with 40 in attendance. The 
Section of Dermatology and Syphilology, under the 
chairmanship of Dr. Francis P. McCarthy, met in 
the Female Chorus Room with 30 in attendance. 
The Section of Anesthesiology met in the Assembly 
Room, under the chairmanship of Dr. Morris J. 
Nicholson, with 40 in attendance, and the Section 
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on Physiology and Pathology, under the chairman- 
ship of Dr. Monroe J. Schlesinger, met in the 
Musicians’ Room with 37 in attendance. 

The sixth general session was held at 2:00 p.m. 
under the co-chairmanship of Dr. George L. Schadt 
and Dr. John F. Casey. 

An exhibition of works of art by members of the 
Massachusetts Physicians’ Art Association was on 
view throughout the meeting. 

The special list of officers, standing and special 
committees, councilors, censors, admissions and 
deaths is appended. 

H. Quimsy Gatuupe, Secretary 


ANNUAL MEETING OF THE SOCIETY 


The one hundred and sixty-eighth annual meet- 
ing of the Massachusetts Medical Society was 
called to order by the president, Dr. Daniel B. 
Reardon, in the Little Theater of the Memorial 
Auditorium in Worcester at 11:00 a.m. on May 24. 

Dr. Reardon introduced Dr. John J. Dumphy, 
the retiring president of the Worcester District 
Medical Society, who spoke as follows: 


Worcester is very happy to welcome the meeting of the 
Massachusetts Medical Socie ty for the third time in one 
hundred and sixty-eight years. We are glad to have you 
see our medical facilities our library and our city. We 
have had our local committee working in co-operation 
with the state committee for many months to make this 
meeting a success. We hope you will enjoy yourselves. 


The President then introduced the honorable 
Charles F. Jeff Sullivan, lieutenant governor of the 
Commonwealth, and mayor of the City of Worces- 
ter, who addressed the meeting as follows: 


It is indeed a real privilege and a pleasure to extend 
official and nal om on the occasion of your one 
hundred and sixty-eighth annual meeting. 

Worcester, its citizens and I as its mayor, and Mas- 
sachusetts, and I as its lieutenant governor, are 
at the selection of the heart of the Commonwealth for 
the annual conferences and sessions of the Massachusetts 
Medical Society. And in behalf of all of the citizens, I 
bid you a hearty welcome. Worcester and the Common- 
wealth are proud of the national and international dis- 
tinction and reputation of our physicians. They are proud 
that our physicians have achieved in the noble profession 

medicine the advancement of medical science, brought 
comfort to the afflicted, sopen fs life expectancy and 
turned despair into confidence and hope. 

In the prevention and cure of disease that ravages the 
body and mind of man, remarkable progress has been 
made. Study and research continue without abatement 
to relieve suffering humanity. Your intense, unselfish 
efforts are to be commended and encouraged. You of the 
medical profession have a glorious tradition of centuries, 
a heritage that must be preserved and enhanced. 

Worcester and Massachusetts salute you, the members 
of the Massachusetts Medical Society, and are grateful 
for your individual and collective service to your fellow 


men. 

We bid you godspeed in your constant efforts in search- 
ing out the cause, prevention and cure of disease that 
bring worry and misery to the human race. Your destiny 
and your duty you have always recognized, and you have 
proved faithful to your sacred tiust. 

I know that, true to ros profound oath, you will carry 
= in the highest, noblest tradition of your chosen pro- 
ession. 


annual meeting, held on May 25, 1948, as published 
in the July 29, 1948, issue of the New England 
Journal of Medicine, and moved its acceptance. 
The motion was seconded and so voted. 


Bagg, chairman of the Committee on By-laws and 
Council Rules, who addressed the meeting as follows: 


the Society as follows: 


seconded, and it was so voted. 


Dr. Donald Munro, assumed the chair and Dr. 
Reardon gave the following address: 
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The Secretary submitted the record of the 1948 


The President then called upon Dr. Edward P. 


The Secretary informs me that the printed copies of the 
prepeces changes in the by-laws have been distributed. 

should like to offer some final corrections, as they were 
approved last night at the Council meeting. 

n the first page, the resolution regarding Chapter IV. 
Section 3, is correct the substitution of the word 
“to” for the word “under,” and the insertion of the word 
“on” before the word “by-laws.” 

Likewise, later in the same chapter, the words “to the” 
should be substituted for “under. 

Otherwise, the copy as printed in the circular is correct. 
The corrections have already been approved by the Council. 
I move that the proposed changes in the by-laws be adopted 
by the Society. 


The motion was seconded, and it was so voted. 
The Secretary reported on the membership of 


The membership in May, 1948, was 6538. This has in- 
creased by 304 new members admitted since then, in addi- 
tion to 6 re-instatements, bringing it to a total of 6848. 
Losses were 6 by deprivations, 30 by resignation and 
about 60 by death, which brings the sum total to 6752 
members as of May 24, 1949. 


A motion to approve the report was offered and 


At the request of the President, the vice-president, 


Again, as for many generations past, the Society meets 
to review the accomplishments of another year. I venture 
to state that never in our long and eventful history have 
we passed such a period as the last twelve months. For 
today our task is not the simple one of progress in the 

Id of medicine. Rather, it is the buttressing of a pro- 
fessional fortress against what has seemed to us to be the 
attack of our own government. Never in the memories 
of those of us long in practice have the conditions ob- 
tained that have confronted us during the tenure of office 
of those who now yield up their duties to the hands of 
the incoming officers. I like to believe that we have met 
this challenge in our time. I know that we have done our 
best not to fail the thousands of our fellows who have 
placed their cause in our hands. I speak the gratitude 
of all of us to our permanent officers, who in their hclp 
and guidance have made this year one of which the Soc «ty 
may well be proud. 

brief recital of achievement is due to you. Thus, I 
should like to review the work of several of our dep rt- 
ments in particular that you may realize that the © ‘ch 
has been borne by willing hands for all. 

The Committee on Public Relations has been «. 
as usual. Public relations was stimulated this yes by 
the incorporation of the Massachusetts Health (.»- 
ference, the first meeting of which was held at the I\: ‘el 
Statler, Boston, on February 19 and 20, when abou: 110 

ple, both lay and professional, participated. This «.\\- 
Cosme was the result of activity by the chairman: ‘\¢ 
Massachusetts Medical Society Committee on Public !\: 1.- 
tions who stepped down from the chairmanship |)! 
formed a conference of which Dr. John F. Conli) wis 
elected president. As Dr. Conlin stated “At no tim: | - 
viously has there been a mass, concentrated attempt |: re 
to bring consumers and distributors of health servic: — 
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the people who are receiving and the people who are doing— 
— for an exchange of information. Its success was 
indicated by the conference’s unanimous vote to continue 
with a similar session a year hence.” The reaction to this 
conference was widespread, and many states have written 
asking for details. We believe this to have been a step in 
the right direction of good public relations. 

The great work of the New England Journal of Medicine 
has gone forward with ever-increasing success. We are 
fortunate in Dr. Joseph Garland. Scholarly and able, he 
maintains the circulation at its highest point in history. 
Well over 6000 copies go to the fellows of the Society in 
good standing. Fourteen thousand others to regular 
paid subscribers all over the world. Over additional 
subscriptions go to students who will follow us. Nearly 
500 more go to the entire membership of the New Hamp- 
shire Medical Society, and exchan are in effect with 
185 other medical journals, all of which go to the Boston 
Medical Library. € operation of this enterprise is 
marked by very real leadership and vision, and the Journal 
is a major factor among the influences that make the 
Commonwealth the medical center that it is. We rejoice 
in its continuing success and applaud the men who make 
that success possible. 

_ This meeting marks the end of the first full year of our 
new permanent secretary. His task has been primarily 
to correlate work of the various committees of the Societ 
to the end that conflicts in meetings may be eliminated, 
to see to it that developments in the national and state 
picture are made available to district societies and to 
conduct the office in Boston so that it functions at maxi- 
mum efficiency with a greatly increased load. Dead- 
lines have been established for committee reports, that 
the Council might have all matters pertinent to its de- 
liberations in its hands in proper shape by meeting day. 
Co-ordination between the secretaries of the various district 
societies has been heightened by their gathering —— 
for the discussion of mutual plans and problems. new 
directory of fellows and a new edition of the by-laws are 
in process of publication. Office routine has been improved 
~ ? the introduction of modern office methods and ma- 
chines to cope with the added tasks presented by our 
owing membership. The attention to duty and the 
initiative exhibited by the Secretary should command 
respect that is due him for his efforts over these last 
months. In departing my office I am most happy to know 
that my successors have no reason for worry whatsoever 
in the splendid work of Quimby Gallupe. 

_ And what a ormance the Director of Medical Educa- 
tion has tur in! I state it as a fact that we owe him 
a debt that unfortunately many, many of our members 
will never appreciate. ‘Tireless, fearless, he has carried 
the story that must be told to every corner of the Common- 
wealth. Speaking seven days a week, often three and four 
times a day in widely separated localities in Massachusetts, 
he has fought the fight that is ours. In the service clubs, 
before Chambers Commerce, on Beacon Hill, he has 
striven to repair our relations with the public. That they 
were in sad need of such repair no one can doubt. That 
we have the man for the job is susceptible to even less 
doubt. I say that John Conlin has been a task force all 
YB ager that only those who have watched his work 
closely can truly ny eng It will be a sad day for the 
Society if he ever leaves us. I commend him publicly 
as he should be commended. No man in my memory 
has done more for us. 

Our work has carried us forward in other fields. Again 
this year as before we have.sponsored the Postgraduate 
Assembly at Sanders College, so-called. We have been 
able thereby to bring to busy practitioners the renova- 
tion of methods and technics that keeps the doctor abreast 
of the rapid progress in his field. The attendance has been 
exceptionally good; the results are felt in every town 
where our students care for patients. It is a highly laudable 
work, and those who plan for and govern its program, 
most particularly Richard Ohler, contribute to the com- 
munity the share that is worthy of the true physician. 
The assemblies are ever better, and the enterprise now 
well established by us will continue. 

The Treasurer’s report is available to you, and a quick 
review should convince you that we are reasonably pros- 
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s, as indeed we should be. The loyalty of our fellows 
in financial matters is traditional with us, and I am glad 
to testify to its continuance. 

The work of all our numerous committees has 
progressed apace. The members have been faithful, and 
tribute is due also to them, for on our sustaining com- 
mittees depends in large measure our ability to function 
as we should. 

We have been materially assisted in recent months by 
the continued growth of our woman’s auxiliary. There 
are twelve district auxiliaries now functioning with an 
ene totaling over 1000 wives of physicians. It 
is hoped to complete the organization of auxiliary societies 
district by the fall. There is much that has al- 
ready n done by the ladies, and there is very much 
more that can be done particularly in the field of work 
in the secondary schools leading to the choice of medicine 
and nursing by the students as a career. The help thus 
— us can be invaluable in many spheres in the 
uture. 

I wish to emphasize one forward step that has been taken 
this year relative to our headquarters. In October, 1948, 
I was in receipt of a communication from Ludlow Griscom, 
a moving force in the plans for the Museum of Science 
that is to be constructed in Boston on the 6 acres located 
at the base of the Charles River basin. He suggested the 

ibility of the Society’s taking over a wing in the new 
uilding, which is to be a substantial one. As a result, 
at my request, the Committee on Society Headquarters 
has held a number of helpful conferences with the trustees 
in charge of the project, and it is not beyond the realm 
of possibility that out of these exploratory meetings 
may come a solution of the problem of space that has 
plagued us for some time. I urge upon the Council and our 
successors a thorough examination of this matter in which 
may lie for us a very satisfactory answer to our 
a better home. | 

I desire also to refer to our participation in the grow- 
ing work of the Blue Cross and Blue Shield. With the 
devotion to his job that seems to me to characterize so 
many of our workers, Dr. James C. McCann, president 
of the Massachusetts Medical Service, has fed provide 
the physician’s answer to those who would engulf us. 
While Blue Cross ran into serious financial difficulties 
some time back, which resulted in the transfer of a num- 
ber of Blue Cross-Blue Shield Groups to commercial 
coverage unfortunately obstructing enrollment activities 
of both corporations, the present outlook is once again 
favorable, and it is anticipated that a steady increase 
in growth is now well under way. Dr. Charles G. Hayden, 
executive director of the Medical Service, has recently 
emphasized to me two significant amendments in the 
Blue Shield by-laws voted at the last meeting of the mem- 
bers of Blue Shield to the effect that the president of 
Blue Shield shall be a physician and that the Board of 
Directors shall consist of from 15 to 21 members. The 
first amendment was a precautionary measure, whereas 
the second permits the introduction of younger physicians 
into the Blue Shield Board of Directors that there may 
always be continuity of medical experience and guidance. 
Also, changes have recently been made in the type of con- 
tracts afforded the public, with the thought that the 
broader coverage offered will provide an answer to some 
of the objections to the older type of contract that have 
been voiced from time to time. The growth of our volun- 
tary health plans is a necessity for us in these days, and, 
therefore, I am ha PY to report to you the progress in both 
organizations which I have just mentioned. 

There are just a few thoughts that, as your retiri 
president, I should like to leave with you. It is first 
all impossible for me to thank by name all those whom 
I should like to mention. Time does not permit that I 
do so, and many of the more retiring of our collaborators 
do their work quietly and without general acclaim. That 
is as they wish it, and I respect their wishes. One cannot 
serve a year in the position that I have occupied with- 
out acquiring a rather definite philosophy on matters 
that involve us. I admit that my own feelings are c 
by my own forty-six years as a physician. However that 


in eve 


may be, bear with me a moment longer, and let us test 
our position in the life of the Commonwealth. I claim 
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that we have a real fight on our hands and that we need 
fighters to engage in the battle. Somewhere along the 
line our morale has slipped a bit. Our men, and in par- 
ticular our younger men, must realize that if we have 

ttled a bit more on some of these national programs 
than they like the long view indicates that we have battled 
for them. I referred earlier to the poor public relations 
of the doctor. Can there be any doubt that our doctors 
in a sense are farther from the people than they were 
thirty and forty years ago? The advances in the science 
that is our mistress are awe — to those of us trained 
at the turn of the century, but the practice, infinitely 
more skilled now than then, seems colder, more dollar 
minded and somewhat iess sympathetic, and the people 
know it. That they know it constitutes our great problem. 
True it is that organized medicine so-called has made its 
mistakes, but the safeguards offered the public in our 
organizations far transcend in importance the mistakes 
that we have made. Now if it be, as I believe it is, that 
societies such as ours have an obligation to the public 
greater than what we owe ourselves, it follows that our 
actions should be those of a society and not of individuals. 
By that I do not mean that we should endeavor to place 
limitations on the right of individual fellows to express 
their thoughts on public matters that are also medical 


matters. do mean, however, that individuals so ex- 
pressing themselves should have in their turn a due re- 
spect for the opinions of other physicians as ex 


ressed 
rough the medical societies. To create by individual 
public statement a belief in the public mind that su 
stantially greater division exists among doctors on the 
Administration’s program regarding us as embodied in 
the bill now pending in Congress than actually exists is 
to do great disservice to the Society and others like it, 
to the profession and to the people themselves. In the 
course of my term, I have traveled to many of the dis- 
trict-society meetings throughout the Commonwealth, 
I have talked to individual physicians by the score, and 
have seen this council, which one would ordinarily con- 
sider the proper forum on debate of matters medical, 
unanimously approve the fight that we are making in 
conjunction with other state societies against the socializa- 
tion of medical practice. I have witnessed the response 
in our own society to the much debated assessment. us, 
I think I know as well as anyone present the sentiments 
held by our Massachusetts medical men on these ques- 
tions. In consideration of that knowledge I judge that 
we have a right of protest when the policies of the Society 
are described in terms that would make of them minority 
policies in the people’s mind. 

One further word that I would say is this: if in our years 
of existence we have progressed on broad lines as a Society 
it has been so because of the interest of our members in our 
aims and objectives. I suggest it as a personal respon- 
sibility of our fellows that they pay close attention to 
what is going on and that they take upon themselves a 
larger share of the work of the Society, of which there is 
enough available, I can assure you. e officers at head- 

uarters are not in essence a nest of empire builders. As 

have seen, they are the group of men charged with 
the representation of the Society before the public and with 
the delivery to the Society of the type of service to which 
our members are entitled. The size of our membership 
requires large delegations of authority for speedy and 
efficient action, but we remain as democratic as in the 
earlier days. We shall continue so conditional only on 
the maintenance of the high level of interest by the mem- 
——— You may rest assured that your officers will 
look always to you for advice and counsel. In particular 
to you younger members do I wish to underscore the re- 
marks that I have just made. 

So it is that I end my service to you. When I entered 
upon the office of president a year ago I pledged you that 
I would do my utmost to so conduct my term that I might 
turn over the affairs of the Society to my successor in a 
condition that was just a bit improved over that which 
existed when I took over. I have spared no effort in that 
regard. It is, gentlemen, a great honor to have served 
in an office graced by the names that have preceded mine 
for a hundred and sixty-seven years. I trust you believe 
I have not failed you. To you all I give my thanks at this 
end of a most eventful year. 


MASSACHUSETTS MEDICAL SOCIETY 


157 


The President resumed the chair and asked the 
Secretary to show slides of the proposed location 
of the Boston Museum of Science on the Charles 
River at the dam. 

The Secretary presented the slides, with a descrip- 
tion of the location and the buildings, one of which 
might be the new home of the Society, the New 
England Journal of Medicine and the Boston 
Medical Library. The whole project was being 
considered by the Committee on Society Head- 
quarters and would be presented more specifically 
at a future meeting of the Council of the Society. 

The President then requested the Secretary to 
read the list of fellows who joined the Society in 
1899 and were still active, and asked those present 
to come forward and receive a gold pin as a memento 
of the occasion. The Secretary read the following 
list of names: 


Dr. Theodore Bacon 
Dr. Frederick S. Burns 
Dr. Lincoln Davis 
Dr. Richard Ely 
Dr. Eugene E. Everett 
Dr. Patrick A. Grady 
Dr. Joseph F. Howard 
Dr. Arthur C. Nason 

_ Dr. Edwin B. Nielsen 
Dr. Luther G. Paul 
Dr. Ralph W. Place 
Dr. Mortimer J. Stoddard 
Dr. Frank T. Woodbury 


The President then called for the delegates from 
other New England State Societies. The delegate 
from Connecticut, Dr. Robert A.,Goodell, was the 
only one present, and Dr. Reardon invited him to 
the platform. Dr. Goodell spoke as follows: 


It is again a great honor and privilege to come here and 
to bring the greetings and cordial wishes of the 
members of the Connecticut State Medical Society. Dr. 
Sprague, the president-elect, and Dr. Sam Harvey, the 
retiring president, have both sent their personal greetings, 
as well as Dr. Creighton Barker, our executive secretary, 
and I am sure that i bring the good wishes of all the mem- 
bers of our society. 

You have a fine program. I was here last year, and I 
enjoyed it so much that I finally teased them into sending 
me again. 


The President called for Dr. James Faulkner to 
come to the platform to present the Society awards 
to medical students. Dr. Faulkner spoke as follows: 


Last year the Society voted to award a prize to a fourth- 
year student in each of the medical schools in the Com- 
monwealth who best exemplified the qualities that go 
to make up the good physician. The task and respon- 
sibility of selecting a prize and of selecting students to 
receive these prizes was turned over to the Committee on 
Medical Education, and I am speaking in behalf of Dr. 
Keefer, the chairman of that committee, today. Dr. Keefer 
had to be in western Ontario today. 

In selecting a suitable prize, the Committee had a good 
deal of discussion, and I think were very fortunate in 
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what they were able to do. They decided that a book 
would be an appropriate prize, and they have selected a 
de luxe edition of the Symposium of ematology, which 


was written in honor of Dr. ge Minot, a distinguished 
member of this society, Nobel Prize winner, and each 
volume is appropriately inscribed 7 the officers of the 
Society and is autographed by Dr. Minot. This volume 
contains Dr. Minot’s original work on the use of extract 
of liver in pernicious anemia. That was the easiest task 
the committee. 
Selecting the students who best exemplified the intan- 
ible qualities that make up a good bp pmo was a very 
Sifficu t task. The committee handed it over to the deans 
of the three medical schools, and I had to act in a dual 
capacity there. The deans, in turn, consulted with members 
of their faculties in an attempt to measure rather in- 
tangible values. 
ere were many, many students to whom these awards 
might have been made. I am sure that the students who 
are receiving them this morning are representative of the 
highest type of material that is being put out from the 
medical sc s of the Commonwealth, and it gives me 


at pleasure to announce the recipients of these awards: 
rom Boston University, Sylvan Baer; from Harvard 
University, Henry S. Harvey; and from Tufts College, 
William H. Ellswood. 


Dr. Reardon explained that the books were 
autographed by Dr. George Minot, and contained 
a bookplate signed by the president and the secre- 
tary of the Society. 

Dr. Reardon presented a book to each of the three 
students. He then told the audience that a devoted 
fellow of the Society had donated a fund to be used, 
in succeeding years, to purchase similar awards. 

The President then introduced the newly elected 
officers of the Society. To Dr. Arthur W. Allen, 
the new president, he presented a copy of Robert’s 
Rules of Order and an inscribed gavel. 

Dr. Allen thanked the President for the gifts 
and then told the meeting of his first technical error 
in not asking for approval of his appointments at 
the Council meeting the evening before. Motion 
was made from the floor to approve Dr. Allen’s 
appointments. The motion was seconded, and it 
was so voted. 

Dr. Reardon then introduced Dr. C. Sidney Bur- 
well, dean of Harvard Medical School, who delivered 
the one hundred and forty-first annual oration, 
“Some Responsibilities of Medical Education.” 

At the close of the oration, Dr. Reardon declared 
the one hundred and sixty-eighth annual meeting 
adjourned at 12:45 p.m. 


APPENDIX NO. 1 


Orricers For 1949-1950 


President: Arthur W. Allen, Boston, 266 Beacon St. 
President-Elect: Leland S. McKittrick, Brookline, 1180 
Hornor, 


Beacon St. 

Vice-President: Albert A. Office, 
Boston, 319 Longwood Ave. 

Secretary: H. Quimby Gallupe, Waltham. Office, Boston, 


8 Fenway. 
Vonqueren Eliot Hubbard, Jr., Cambridge, 29 Highland 
t. 


Brookline. 


t Treasurer: Norman A. Welch, West Roxbury. 
Office, Boston, 520 Commonwealth Ave. 
Orator: John W. O'Meara, Worcester, 390 Main St. 
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Committees Exectep sy tne Districts 
Executive Committee of the Council — Established 1941 


(members ¢x-oficiis and one councilor and alternate 

elected | the councilors of each district medical society). 
Presipent: Arthur W. Allen, Boston, 266 Beacon St. 
Presipent-Exvect: Leland §. McKittrick, Brookline, 1180 


Beacon St. 
Albert A. Hornor, Office, 


Vice-PResipent: 
Boston, 319 Longwood Ave. 
eo H. Quimby Gallupe, Waltham. Office, Boston, 
enway. 
TREASURER: Eliot Hubbard, Jr., Cambridge, 29 Highland St. 
Assistant Treasurer: Norman A. Welch, West Roxbury. 
ce, Boston, 520 Commonwealth Ave. 


Term Expires 1950 


Berxsuire: Helen M. Scoville, Pittsfield, Pittsfield General 
Hospital (Alternate: C. T. Leslie, Pittsfield, 18 Bank 


ow. 
Franxun: Lawrence R. Dame, Greenfield, 78 Federal St. 
(Alternate: Frank W. Dean, East Northfield, 185 Main 


St.) 

Hamppen: Archibald J. Douglas, Westfield, 30 Court St. 
(Alternate: Frederic Hagler, Springfield, 20 Maple St.) 

Mipp.esex Nortu: William M. Collins, Lowell, 174 Central 
St. (Alternate: Artemas J. Stewart, Lowell, 3 erri- 
mack St.) 

Norrouk: Charles J. E. Kickham, Jamaica Plain. Office, 
Brookline, 1101 Beacon St. (Alternate: Carl Bearse, 
Boston, 483 Beacon St.) 

Worcester Nortn: John J. Curley, Leominster, 89 West St. 
(Alternate: George P. Keaveny, Fitchburg, 62 Fox St.) 


Term Expires 1951 


Essex Soutn: Albert E. Parkhurst, Beverly, 1 Monument $a 
(Alternate: Edwin D. Reynolds, Danvers, 48 High St. 

Hampsuire: Maurice T. Kennedy, Hadley, 11 Middle St. 
cree L. Beverley Pond, Easthampton, 115 Main 
t 


Brookline. 


Mipptesex Soutnu: Joseph C. Merriam, Framingham, 198 
Union Ave. (Alternate: John F. Casey, Brighton. Office, 
Boston, 475 Commonwealth Ave.) 

NorrFouk Soutu: L. Cook, Quincy, 1245 Hancock St. 
(Alternate: William R. Helfrich, Quincy, 272 Southern 


Artery.) 
Surroix: Harvey A. Kelly, Winthrop, 200 Pleasant St. 
(Alternate: William E. Browne, Boston, 587 Beacon St.) 
Worcester: John Fallon, Worcester, 10 Institute Rd. 
ee Nicholas §. Scarcello, Worcester, 1 Seldon 
t. 


Term Expires 1952 


BarnstaB_e: Harold F. Rowley, Harwichport. (Alternate: 
nald E. Higgins, Cotuit, Main St.) 

Bristo.t Nortu: William M. Stobbs, Attleboro, 63 Bank St. 
(Alternate: Milton E. Johnson, Attleboro, 33 Bank St.) 

Bristo. Soutu: Curtis C. Tripp, New Bedford, 416 Count 
St. (Alternate: John C. Corrigan, Fall River, 422 Nort 
Main St.) 

Essex Nortnu: Arnold P. George, Haverhill, 31 Summer St. 
(Alternate: Frederic N. Sweetsir, Merrimac, 19 Main St.) 

Mipptesex East: Thomas P. Devlin, Stoneham, 34 Pleasant 
St. (Alternate: Robert Dutton, Wakefield, 33 Avon St.) 

Piymoutu: Charles D. McCann, Brockton, 12 Cottage St. 
(Alternate: Alton L. Hurlburt, East Bridgewater, 81 
Central St.) 


Subcommittee on Blue Cross—Blue Shield Problems 


Charles J. E. Kickham, Norfolk, chairman; Paul M. 
Butterfield, Barnstable; John Fallon, Worcester; 
Harvey A. Kelly, Suffolk; Joseph C. Merriam, 
Middlesex South. 


Committee on Nominations — Established 1874 (one 
councilor and alternate elected yearly by each district 
medical society). 


BarnstaBie: Harold F. Rowley, Harwichport. (Alternate: 


Donald E. Higgins, Cotuit, Main St.) 
Berxsuire: Helen M. Scoville, Pittsfield, Pittsfield General 


=e (Alternate: C. T. Leslie, Pittsfield, 18 Bank 
ow. 
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Bristou L. Taunton, 23 Cedar St. 
— urtis B. Kingsbury, Taunton, 63 Prospect 
t.) 
Bristot Soutn: Harold E. Perry, New Bedford, 159 Cottage 
St. (Alternate: William Mason, Fall River, 151 Rock St.) 
Essex Nortu: Charles F. Warren, Amesbury, 155 Main St. 
(Alternate: Percy J. Look, Andover, 115 Main St.) 
Essex Soutn: DeWitt S. Clark, Salem, 2 Oliver St. (Alter- 
nate: Harrison G. Pope, Swampscott, 90 Humphrey St.) 
Frankxun: Warren D. Thomas, Montague, Central St. 
— Kennth H. Rice, South Deerfield, 141 Main 
t.) 


Hamppen: L. Schadt, Springfield, 44 Chestnut St. 
any 2S L. Steele, Springfield, 20 Maple St.) 

Hampsuire: Joseph R. Hobbs, Williamsburg, Main St. 
— L. Beverley Pond, Easthampton, 115 Main 
t.) 


Mupptesex East: Edward M. Halligan, Reading, 37 Salem 
St. (Alternate: John M. Wilcox, Woburn, 6 Bennet St.) 

Mipptesex Nortnu: James Y. Rodger, Lowell, 226 Central 
~ (Alternate: William M. Collins, Lowell, 174 Central 

t.) 

Mipptesex Soutn: (Alternate: Fred R. Jouett, Cambridge, 
1 Craigie St.) 

Norrouk: Albert Ehrenfried, Boston, 520 Beacon St. (Alter- 
nate: Carleton E. Allard, Dorchester, 428 Columbia Rd.) 

Norro.x Soutu: Nahum R. Pillsbury, South Braintree, 

Norfolk County Hospital. (Alternate: William R. 
Helfrich, Quincy, 272 Southern Artery.) 

Piymoutn: Peirce H. Leavitt, Brockton, 147 West Elm St. 
(Alternate: John C. Angley, Bryantville, School St.) 
Surrotx: Conrad Wesselhoeft, Boston, 315 Marlboro St. 

(Alternate: Charles C. Lund, Boston, 20 Gloucester St.) 
Worcester: Frank B. Carr, Worcester, 27 Elm St. (Alter- 
nate: George W. Ballantyne, Worcester, 27 Elm St.) 
Worcester Nortn: John J. Curley, Leominster, 89 West St. 

= Clarence N. McPeak, Fitchburg, 18 Hart- 
well St.) 


Committee on Public Relations — Fstablished 1939 (one 
councilor elected yearly by each district medical society; 
the president and president-elect of the Society are 
chairman and vice-chairman, respectively; and the vice- 
president and secretary of the Society are members 
(ex-officiis). 


BarnstaB_e: Harold F. Rowley, Harwich 
Berxsuire: Patrick J. Sullivan, Dalton, 471 Main St. 
Bristot Nortu: Milton E. Johnson, Attleboro, 33 Bank St. 
Bristot Soutn: Milton T. MacDonald, New Bedford, 99 
Clinton St. 
Essex Nortu: Harold R. Kurth, Lawrence, 57 Jackson St. 
Essex Soutu: Bernard Appel, Lynn, 281 Ocean St. 
E. Moran, Greenfield, 15 Franklin St. 
Hamppen: Frederic Hagler, Springfield, 20 Maple St. 
R. Hobbs, Williamsburg, Main St. 
Mipptesex Esst: Milton J. Quinn, Winchester, 44 Church 


St. 
oo “om Nortnu: Samuel A. Dibbins, Lowell, 528 Andover 

t. 
Mupptesex Soutu: Ralph H. Wells, Lexington, 1430 Mas- 


sachusetts Ave. 
Norro rk: Dean S. Luce, Canton, 553 Washington St. 
~ Soutn: Henry A. Robinson, Hingham, 205 North 


t. 
Piymoutu: Charles D. McCann, Brockton, 12 Cottage St. 
Surro.k: G. Lynde Gately, East Boston, 624 Bennington St. 
Worcester: Nicholas S. Scarcello, Worcester, 1 Selden St. 
epee Nortu: James V. McHugh, Leominster, 55 
est St. 


Subcommittees of Committee on Public Relations 


Tax-Suprortep Mepicat Care — Established 1940. 
Albert A. Hornor, Suffolk, chairman; William W. Bab- 
son, Essex uth; nald Hight, Worcester; 
Francis P. McCarthy, Norfolk. 


Committee To Meet tHe Mepicat Apvisory Com- 
MITTEE OF THE INDUsTRIAL AccipENT Boarp — 
Established 1942. 
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Gordon Morrison, Middlesex South, chairman; Charles 
H. Bradford, Suffolk; Joseph H. Burnett, Middle- 
sex South; Somers Fraser, Suffolk; William W. 
Teahan, Hampden. 


Committee on Legislation — Established 1942 (one 
councilor elected yearly by each district medical society). 


BARNSTABLE: Julius G. Kelley, Pocasset, Barnstable County 
Sanatorium. 

Berxsuire: Modestino Criscitiello, Pittsfield, 28 North St. 

Bristot Nortu: William M. Stobbs, Attleboro, 63 Bank St. 

Bristot Soutn: Daniel F. Gallery, Fall River, 151 Rock St. 

Essex Nortn: John T. Batal, Lawrence, 281 Haverhill St. 

Essex Soutn: nard F. Box, Beverly, 39 Broadway. 

Frankun: Harold H. Mahar, Orange, 1 High St. 

Hamppen: Alfred M. Glickman, Springfield, 283 Longhill St. 

Hampsuire: Justin E. Hayes, Amherst. Office, Northampton, 
16 Center St. 

— “wa East: Justin L. Anderson, Reading, 53 Woburn 


t. 
Mipptesex Nortu: Joseph D. Sweeney, Lowell, 174 Central 


Mipptesex Sovutu: John F. Casey, Allston. Office, Boston, 
475 Commonwealth Ave. 

Norrotk: Solomon L. Skvirsky, Boston, 545 State House. 

Norrotk Soutu: David L. Belding, Boston, 80 East Concord 


St. 

Prymoutu: Harold H. Hamilton, Plymouth, 70 Court St. 

Surro.k: William E. Browne, Boston, 587 Beacon St. 

Worcester: John B. Butts, Worcester, 24 Franklin St. 

wee Nortu: Joseph P. Marnane, Gardner, 4 Comee 
t. 


Subcommittee of the Committee on Legislation 


NATIONAL LecisLation — Established 1946. 
Charles G. Hayden, Norfolk, chairman; Elmer S. Bagnall, 
Essex North; David L. Belding, Norfolk So 


uth; 
Viado A. Getting, Middlesex South; Augustus 


Thorndike, Suffolk; William H. Sweet, Suffolk. 
StanpinG ComMITTEES FoR 1949-1950 
Evectep spy tHe Councit May 23, 1949 


Publications — Established 1825. 
Richard M. Smith, Suffolk June 6, 1933 (appointed 
chairman May 21, 1941) 


Oliver Cope, Middlesex South May 21, 1941 


ohn Fallon, Worcester November 14, 1944 
ames P. O’Hare, Suffolk une 9, 1936 
onrad Wesselhoeft, Suffolk June 2, 1937 


Arrangements — [stablished 1849. 
Franklin G. Balch, Jr., May 19, 1947 (appointed 
Suffolk J chai 


rman May 23, 1949) 
Gordon A. Donaldson, May 19, 1947 
Middlesex South 
John W. Norcross, May 19, 1947 
Middlesex South 
Albert Ehrenfried, Norfolk May 24, 1948 
James A. Halsted, Norfolk May 23, 1949 


Ethics and Discipline — Kstablished 1871. 


—_ R. Stratton, June 9, 1936 (appointed 
Middlesex East chairman May 21, 1941) 
William J. Brickley, Suffolk February 3, 194 
Archibald R. Gardner, May 21, 1949 

Middlesex North 
Allen G. Rice, Hampden pe 1, 1938 
James H. Townsend, May 23, 1949 

Middlesex South 


Medical Education — Established 1881. 


Chester S. Keefer, Suffolk February 4, 1942 (appointed 
chairman May 19, 1947) 
Oliver Cope, 


May 23, 1949 
Middlesex South 
James M. Faulkner, Norfolk May 21, 1946 


= 
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May 25, 1942 
May 23, 1949 


Advisory Subcommittee on Medical Education — Estab- 
lished 1948 


Monroe, Norfolk 


Isaac R. Jankelson, Norfolk October 6, Hae (chairman) 
George E. Gardner, October 6, 1948 

Middlesex South 
William A. Hinton, Suffolk October 6, 1948 

. Guy Lane, October 6, 1948 

Middlesex South 

ge W. Thorn, Suffolk May 23, 1949 

Augustus Thorndike, Suffolk October 6, 1948 


Membership — Established 1897. 
Lewis S. Pilcher, ay © 26, 1946 (ap 


Middlesex South = 
William A. R. Chapin, May 23, 
Heary Feil May 23, 1949 
enry F. Howe Ma 
Norfolk South 
Donald Munro, Suffolk May 23, 1949 
Samuel N. Vose, Suffolk March 15, 1944 


(John W. McKoan, Worcester; C. T. Leslie, Berkshire; 
athleyne S. Snow, Norfolk; — representing the 
Supervising Censors) 
Public Health — Established 1912. 
Roy J. Ward, Worcester May 22, 1944 (chairman) 
Alfred E. Frechette, Norfolk May a 1949 
John J. Poutas, May 
Middlesex South 
Warren R. Sisson, Suffolk May 19, 1947 
Conrad Wesselhoeft, Suffolk July 27, 1944 
Subcommittee of the Committee on Public Health 
Mentat Heattu — Established 1947 


Walter E. Barton, Norfolk February 5. od (chairman) 


G. Colket Caner, Suffolk May 23 
William Malamud, February 5, 1947 
Worcester 


May 23, 1949 
February 5, 1947 


Francis M. Rackemann, 


Suffolk 
Henry A. Tadgell, 
ampshire 
Medical Defense — Established 1927. 
Horatio Rogers, Suffolk une 7, 1939 povsietes 
J chairman May 19, 1947) 
Burbank, Norfolk May 
ohn E. Moran, Franklin May 19 
harles i Kickham, Norfolk May 21, 1946 
William Morrison, Suffolk June 9, ‘1936 


Finance — Established 1938. 
Robert W. Buck, May 21, 1946 (chairman) 
Middlesex South 
Henry H. Faxon, Norfolk May 23, 1949 
Francis C. Hall, Suffolk {uly 8, 1943 
y 21, 1946 
id 


Bancroft C. Wheeler, May 21, 1946 

Worcester 

Society Headquarters — Established 1942. 
Frank R. Ober, Suffolk May 22, 1944 (appointed 
chairman Nov. 1, 1944) 
oseph S. Barr, May 23, 1 

Middlesex South 
Albert A. Hornor, Suffolk November 6, 1944 
Dwight O’Hara, May 23, 1949 
Walter Phippen May 21, 1946 

ter ippen, a 
Essex 


Industrial Health — Established 1942. 
Henry C. Marble, Suffolk 19, 1947 


Karl T. Benedict, May 23 
Worcester 
Harriet L. Hardy, May - 1949 
Middlesex South 
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Daniel L. Lynch, Norfolk May 25, 1942 
e E. Morris, N May 23, 1949 
John J. Poutas, May 23, 1949 
Mi South 
George F. Wilkins, Norfolk May 23, 1949 
Advisory Committee to Committee on Industrial 
Health — Established 1942. 
Albert O. Seeler 


William H. Seymour 
Emma S. Tousant 


Benevolence — Established 1948. 


Dwight O’Hara May 24, 1948 (chairman) 
Middlesex South 

Theodore L. Badger, Norfolk May 24, 1948 

Robert W. Buck, May 24, 1948 
Middlesex South 

Eliot Hubbard, Jr., May 24, 1948 
Middlesex South 

Charles C. Lund, Suffolk May 24, 1948 


Council Rules and By-Laws — Established 1948. 


Edward P. Bagg, H October 6, 1948 (ch irman) 
Elmer 8. Bagnall October 6, 1948 


Albert A. Hornor, Suffolk October 6, 1948 
Frank R. Ober, Suffolk October 6, 1948 


Speciat CommitTeEs For 1949-1950 
E.ectep sy THe Councit, May 23, 1949 


Cancer — Established 1947. 


Ernest M. Daland, eee chairman; Thomas J. 
Anglem, Suffolk: harles C. Lund, Suffolk; Chan. 
ning C. Simmons, Suffolk; Shields Warren, "Suffolk. 


To Meet with the Massachusetts Hospital Association 
— Established 1940. 


Albert E. Parkhurst, Essex South, chairman; Joseph A. 

Holmes, Middlesex South; Storer P. Humphreys, 

x South; Harvey Morrison, Norfolk; ald 

A. Nickerson, Middlesex East; Nicholas S. Scarcello, 
Worcester; Sidney C. Wiggin, Suffolk. 


Maternal Welfare — Established 1941. 


Duncan Reid, Middlesex South, chairman; James M. 
aty, Middlesex rthur F. G. Edgelow, 
Samuel Kirkwood, Middlesex East; 
L. McKay, Suffolk; Louis E. Phaneuf, 

Suffolk: Raymond §. Titus, Norfolk. 


Postgraduate Medical Education — Fstablished 1944. 


W. Richard Ohler, Norfolk, chairman; James T. Brosnan, 
Worcester; John F. Conlin, Suffolk; Harwood W. 
Cummings, Franklin; John E. Dunphy, Norfolk; 
Viado A. Getting, Middlesex South; Robert H 

Goodwin, Bristol South; Harold H. Hamilton, 

Plymouth; Lewis M. Hurxthal, Suffolk; Allen S. 

Jc nson, Hampden; Eric F. Joslin, ‘Berkshire; 

George P. Keaveny, Worcester North; Samuel H. 

Proger, Norfolk; Frederick R. Radcliffe, Essex 

North; Duncan E. Reid, Middlesex South; Harry C. 

Solomon, Suffolk; Henry D. Stebbins, Essex South; 

Richard P. Stetson, Norfolk; Thomas J. G. Tighe 

Middlesex North; Claude E. Welch, Middlesex 

South; Hilary F. White, Bristol South. 


Medical Economics — Established 1944. 


Elmer S. Bagnall, Essex North, chairman; Harold M. 
nar Suffolk; Vlado A. Getting, Middlesex South; 
aoe R. Leavell, Middlesex South; Henry A. 
Robinson, Norfolk South. 


To Make Recommendations o Future Directors of 
Blue Shield — Escabliched | 1945. 


Peirce H. Leavitt, Plymouth, chairman (term ex- 
Rest 1950); Elliott P. Joslin, Suffolk, (term expires 
mas H. Lanman, Suffolk, (term expires 

1954) George G. Smith, Norfolk, (term expires 
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To Meet with the Director of Veterans Administration 
Medical and Their Depend- 
ents — Established 1945. 


Humphrey L. McCarthy, Norfolk, chairman; James K. 
ragger, Norfolk; Allen $. Johnson, Hampden. 


Postgrad uate Assembly — Established 1946. 


Richard P. Stetson, Norfolk, chairman; Theodore L. 
Badger, Norfolk; Joseph . Barr, Middlesex South; 
Joh n F. Casey, Middlesex South; John F. Conlin, 
Suffolk; T. Hale Ham, Suffolk; Chester S. Keefer, 
Suffolk: Alexander A. 
Le 


Levi, Middlesex South; 
ames Z. Naurison, Hampden; John W. Norcross, 
Middlesex South; icha Ohler, Norfolk; 


roy EI Parkins, Suffolk; Claude E. Welch, Middle- 
scx 


School Health — Fstablished 1947. 


Ernest M. Morris, Middlesex South; chairman; Stewart 
H. Clifford, Middlesex South; Allan R. Cunning- 
ham, Middlesex East; Reginald le Suffol 
oseph Garland, Suffolk; Kenneth L Maclachlan’ 
Middlesex East; Thomas F. Reilly, Hampden. 


Auditing 
Howard B. Jackson, Norfolk, chairman; Frank T. 
Downey, Middlesex South. 


to Women’s Auxiliary — Established 


Conlin, Suffolk, chairman; David L. Belding, 
Norfolk South; Milton J. Quinn, Middlesex East. 


Committee for Red Cross Blood Bank — 

Established 1948. 

Lamar Soutter, Suffolk, chairman; F. Harold Allen, Jr., 
Middlesex South; Stephen Brown, Hampshire; 
Charles P. Emerson, Jr., Norfolk; Harold B. Kenton; 
de mag C. Moloney, Norfolk; Joseph F. Ross, 
u 


Committee on Malpractice Insurance — 
Established 1948. 


Carl Bearse, Norfolk, chairman; William J. 
Suffolk; Maurice Fremont-Smith, Suffolk; 
D. McCann, Plymouth; Horatio Rogers, 


Emergency Medical Service — Fstablished 1948. 


Thomas H. Lanman, Suffolk, chairman; Charles H. 
Bradford, Suffolk; Edward D. Churchill, Middlesex 
South; Donald E. Currier, Suffolk; Eugene C. 
Eppinger, Norfolk; J. Roswell Gallagher, Essex 
North; Allen S. Johnson, Hampden. 


Representatives to the Massachusetts Central Health 
Council. 


Brickley, 
Charles 
Suffolk. 


an | S. Bagnall, Essex North, chairman; James W. 
Merrill E. Champion, Suffolk; 
man, Suffolk; Paul Nathan, Hamp- 

Rey J. We rd, Worcester. 
Representatives to the Hospital Presidents Association. 
H. Middlesex South; John W. Spell- 


on the Legislative of the 
Massachusetts Central Health Council. 


John F. Conlin, Suffolk. 
Representative on a vustionss Advisory Com 


habilitation of he 
tat t tate 
Education for the Eetablishing 
a Program of Physical nd 


Augustus Thorndike, Suffolk. 
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ae 5 to the Council of the New 
e Medical Societies. — 


wena ' R. Cha in, Hampde ; Gerald N. Hoeffel, 
Middlesex South; Norman A. Welch, Norfolk. 


Representative to the Hospital Council of Boston for 
the Year. 


William E. Browne, Suffolk. 


Twenty-Five Voting Members in Massachusetts 
Hospital Service, Inc. 


Richard B. Butler, Bristol South; Laurence D. Chapin, 
Ham ad hag ti R. Chaput, Essex North; Hen 
W. Middlesex South; Harold H. * Hamil 
ton, Ply mouth; Roy J. Heffernan, Norfolk; Albert 
A. Hornor, Suffolk: Harold R. Kurth, Essex 
North; Benjamin deF. Lambert, Middlesex North; 
Alexander A. Levi, Middlesex South; Joseph C. 
Merriam, Middlesex South; Albert M. Moloney, 
Norfolk; Donald Munro, Suffolk: Donald A. Nicker- 
son, Middlesex East; James P. O'Hare, Suffolk; 
bert E. Parkhurst, Essex South; Lewis S. Pilcher, 
liddlesex South; Helen S. Pittman, Suffolk; 
Allen G. Rice, Hampden; Laurence L. Robbins, 
Middlesex East; Arthur T. Ronan, Norfolk; bing 
L. Sargent, Norfolk South; Monroe . Schlesi 
Middlesex South; George L. Steele, Ham 
Sidney C. Wiggin, Suffolk. 


Diabetes. 


Howard F. Root, Suffolk, chairman; Frank N. Allan, 
Middlesex South; George Ballantyne, Worcester; 
oseph —y Norfolk; James L. Smead, 

ampden; James H. Townsend, Middlesex South; 
Priscilla White, Suffolk. 


To Meet with the Massachusetts Nurses Association. 


Richard B. ng. Suffolk, chairman; David L. Beld- 
ing, k South; Joseph A. Holmes, Middlesex 
South; ‘Peirce H. Lea avitt, Plymouth; Samuel Proger, 
Norfolk; William F. Wood, Middlesex South. 


Veterans Affairs. 


Suffolk, chairman; 
Samuel Bachrach, 
Suffolk; James M. Faulkner, N 
Reynolds, Berkshire. 


Veterans Administration Board of Review. 


Norfolk, chairman; Edward P. Ba 
ai Jos n F. Conlin, Suffolk; Timothy F. 
m4 No olk; Humphrey L. McCarthy, Norfolk. 


To Meet with the Officers of the Bay State Medical 
Rehabilitation Center. 


Charles H. Bradford, Suffolk, chairman; Alexander P. 
Aitken, Middlesex East; Joseph S. Barr, Middlesex 
South; Walter Bauer, Suffolk; Herrman L. Blum- 

art, ‘Suffolk; W. Irving Clark, Worcester; Otto 
. Hermann, Norfolk; Arthur L. Watkins, Middle- 
sex Sout 


Advisory Board — Established 1949. 


Daniel B. Reardon; Edward P. Bagg; Dwight O'Hara; 
Reginald Fitz; Elmer S. Bagnal i 


Chairman of the Blue Shield Fee Committee Chairmen. 
Richard H. Sweet, Suffolk. 


Co-Ordinating Committee — Established 1949. 


Frank H. Lahey, Suffolk, chairman; Charles J. Kickham, 
Norfolk; Leland S. ‘McKittrick, Suffolk; Patrick J. 
Sullivan, John urley, Worcester 
North; Walter G. Phip ssex South; Frank W. 
Snow, Essex North; Earle M. Chapman, Suffolk; 
Daniel B. Reardon, Norfolk South; Arthur 

Allen, Suffolk; Albert A. Hornor, Suffolk; 


ohn M. Barry, 
forcester; Ken- 
ohn F. Conlin, 
olk; George S. 


| 
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ar r., Middlesex Sout orman A. Welch, 
Norfolk; Elmer $. Bagnall, Essex North; Charles St., V. P. 
G. Hayden, Norfolk; David L. Belding, Norfolk M. E. Johnson "33 Book St. P. RC 
South; Vlado A. Getting, Middlesex South; Augustus og eo 
C. B. Kingsbury, Taunton, 63 Pros ct St., A. M. N.C. 

Thorndike, = Murphy, Taunton, 23 Cedar St., M. N 

enr . Robinson, Norfo ut arold R. 
Kurth, Essex North; Curtis C. Tripp, Bristol M. Stobbs, Attleboro, 63 Bank St, E. C., Leg. C. 
South; Joseph Garland, Suffolk. _— 


DELEGATES AND ALTERNATES TO THE House OF . 8. C. Fielden, r., Fall River, 177 Winter St., V. P. 


. B. Butler, Fall River, 278 North Main St. 
DELEGATES OF THE AMERICAN MEDICAL C. Sat n, Fall River, 422 North Main St., A. E. C. 
AssociaTion For 1949-1950 


. E. Fell, Fall River, 181 Purchase St., Sec. 
. F. Gallery, Fall River, 151 Rock St., Leg. Cc. 
Delegates Alternates 47 Gardner, Marion, Box 175 
June 1, 1947, to January 1, 1950 
Charles . Kickham, John Fallon, 
Norf 


. Goodwin, New Bedford, 15 South 6th St. 
Worcester 


. MacDonald, New Bedford, 99 Clinton St., a R. C. 
. Mills, Edgartown, Pease Point Way 
- Leland S. McKittrick, Harold R. Kurth, 
Suffolk orth 


. Perry, New Bedford, 159 Cottage St., M. N. C. 
. Persons, New Bedford, 118 Cottage St. 

. Pothier, New Bedford, 720 County St. 

. Tripp, New Bedford, 416 County St., E. C. 

en ry Wardle, Fall River, 173 Purchase St. 


Colson, Lawrence, 301 Essex St., V. P. 
Ames, Newburyport, Box 
Bagnall, Groveland, 281 Main St., Ex-Pres. 
Bain, Lawrence, 477 Essex St. 
Batal, Lawrence, 281 Haverhill St., Leg. C. 
Curtin, Lawrence, 281 Haverhill St. 
George, Haverhill, 32 Summer St., E. C. 
Kurth, Lawrence, 57 Jackson St., "Sec. . P. R.C. 
Look, Andover, 115 Main St., A. M. N.C. 
. Norris, Methuen, 247 Broadway 
Peirce, Newburyport, 279 High St. 
Snow, Newburyport, 24 Essex St. 
Sweetsir, Merrimac, 19 Main St., A. E. C. 
Warren, Amesbury, | School St., M. N. C. 
Maine Samuel H. Proger, Norfolk Weiss, Lawrence, 160 Jackson St. 


New Hampshire ohn D. Adams, Essex South Whitten, Amesbury, 448 Main St. 
torer P. Humphreys, Essex South Essex South 
Cc 


Vermont Frank R. Ober, Suffolk . F. Twomey, Lynn, 80 Ocean St., V. P. 


Sidney L. Morrison, Middlesex South Bernard Appel, Lynn, 281 Ocean St., P. R. C. 
Rhode Island William Mason, Bristol North . D. Babb, Salem, 40 Chestnut St. 
. Box, Beverly, roadway, Leg. C. 
Connecticut Allen G. Rice, Hampden . $. Clark, Salem, 2 Oliver St., M. N. C. 
Thomas H. Lanman, Suffolk Gerard Cote, Salem, 1 Harbor St. 


Lynn, 65 Broad St. 
Councitors For 1949-1950 . Fine, Beverly, 26 Abbott St. 
(Evectep sy tHe District Mepicat Societies at THeir 


. H. Foote, Ipswich, 2 North Main St. 
> i Furbush, Saugus, 420 Lincoln Ave. 

Annvuat Meetineos, Aprit 15 to May 15, 1949.) 
Barnstable 


. Gardner, Salem, 24 Chestnut St. 
». Morse, Jr., Salem, 35 Summer St. 
. Parkhurst, Beverly, 1 Monument Sq., E. C. 
. Pett, Gloucester, 54 Middle St. 
A. J. D’Elia, Harwichport, Main | V. P. 
D. E. Higgins, Cotuit, Main St., A. E. C., A. M. N.C. 
S. L. ‘Hunt, Yarmouthport, Grand Army Highway, Sec. 
J. G. Keg’ Pocasset, Barnstable County Sanatorium, 


. Phippen, Salem, 31 Chestnut St., Ex-Pres. 
. Pope, Swampscott, St., A.M. N.C. 
, A. E. C. 
H. F. Rosier, Harwichport, E. C., M. N. C., P. R. C. 
Berkshire Franklin 


. Reynolds, Danvers, 48 High 
. Stebbins, Salem, 342 Essex St. * ‘Sec. 
ett Weinstein, Peabody, 45 Washington St. 
. Williams, Lynn, 39 Lynn Shore Drive 
N. B. McWilliams, Williamstown, 56 Spring St., V. P. tan P. 
H. H. Mahar, Orange, 1 High St., Leg ‘ 
estino Criscitiello, Pittsfie orth St., Leg. 
Antoine Dumouchel, North Adams, 56 Summer St. . E. Moran, Greenfield, 15 Franklin St., P. R. a" 
Cc. 


iam Mason, Fall River, 151 Rock St., A. M. N.C. 
Essex 


June 1, 1948, to January 1, 1951 


Patrick J. Sullivan, Nahum R. Pillsbury, 
Berkshire Norfolk South 

John J. Curley, Patrick E. Gear, 
Worcester North Hampden 

Walter G. Phippen, John I. B. Vail, 
Essex South Barnstable 

Frank W. Snow, Frederick Hinchliffe, 
Essex North Norfolk South 


June 1, 1949, to January 1, 1952 


Earle M. Chapman, Benjamin deF. Lambert, 
Suffolk Middlesex North 


§ 


Devecates TO New Encianp State Mepicat 
SoclETIES 


Z. W. 
M. F. 
E. S. 
A. P. 
R.C 
L. C. 
F. W. 
F.N. 
C. F. 
C. A. 
J.-F. 


= 


Cc. 
Cc. 


C. F. Fasce, Pittsfield, 311 North St. - H. Rice, South Deerfield, 141 Main St., N.C. 


M. M. Sisson Greenfield, 31 Federal St., 
. H. Fierman, Pittsfield, 74 North St. : 
.T, Leslie e, Pittsfield, 18 Bank Row, A. M. N. C,, W. D. Thomas, Montague, Central St., M.N. 


Percie Roberts, Sheffield, Main St. Hampden 

Helen M. Scoville, Pittsfield, Pittsfield General Hosp., A. H. Riordan, Indian Orchard, 147 Oak St., V. P. 
E. C., M. N. C. M. S. Allan, Springfield, 127 Maple St. 

P. J. Sullivan, Dalton, 471 Main Street, P. R. C. E. P. Bagg, Holyoke, 207 Elm St., Ex-Pres. 
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. Barrett, Springfield, 21 Maple St. 

. Birnie, Springfield, 146 Chestnut St., Ex-Pres. 

. Cariani, pringfield, 115 State St. 

. R. Chapin, Springfield, 121 Chestnut St. 

. Chereskin, Springfield, 333 Bridge St. 

. Douglas, Westfield, 30 Court St., E. C. 

. Dubois, Sprin field, 20 Maple St. 

Iph Franz, - , Holyoke, 1158 Northampton St. 

. Gear, Holyoke, 188 Chestnut St. 

. Gilchrist, Springfield, 121 Chestnut St. 

. Glickman, Springfield, 283 Longhill St., Leg. C. 
Tse ae Springfield, 20 Maple St., P. R. C., 


. Hayes, Springfield, 72 Harvard St. 
. Kisiel, Springfield, 1570 Main St. 
‘Pallo, Westfield, 97 Elm St. 
. Potsubay, Holyoke, 323 Appleton St. 
. Putnam, Holyoke, 399 App eton St. 
. Rice, Springfield, 33 School St., Sec. 
- L. Schadt, Springfield, 44 Chestnut St., M. N. C., 
. A. Seaman, Springfield, 20 Maple St. 
. L. Steele, Springfield 


tom 


Hampshire 


. Manwell, Northampton, 16 Centre St., V. P. 
Hayen, Amherst, 110 North Pleasant St. 
es, Northampton, 16 Centre St., » Se 
Williamsburg, Main St., P. R. C., M. 
Hadley, 11 Middle St. 
‘Pekala, 245 Main St. 
B. Fa] Easthampton, 115 Main St, A. E. C., 


Mary P. Northampton, Northampton State 
osp., Sec 


Middlesex East 


. Richardson, Wakefield, 21 Yale Ave., V. P. 
"Anderson, Reading, 53 Woburn St., Leg. C. 
. Devlin, Stoneham, 38 Pleasant St., E. 

rt Dutton, Wakefield, 33 Avon St., "A. E. C. 
. M. Halligan, Reading, 37 Salem St., M. N.C 
. W. Layton, Melrose, 8 Porter St., Sec. 

. L. Maclachlan, Melrose, 1 Bellevue Ave. 
Mueller, Winchester, 31 Church 
.M. 


Quinn, Winchester, 44 Church St., P. R. C. 
Stratton, Melrose, 538 Lynn Fells Parkway, Cc. 
Wilcox, Woburn, 6 Bennett St., A. M. N.C. 


Middlesex North 


. R. Coburn, Lowell, 202 Merrimack St., V. P. 
.G. Berman, Lowell, 174 Central St., Sec. 
. M. Collins, Lowell, 174 Central St., F. C., A. M. N.C. 
. Dibbins, Lowell, 528 Andover St. ™ | 
. Hall, Lowell, 8 Merrimack St. 
: King, Lowell, 308 Merrimack St. 
. Rodger, Lowell, 226 Central St., \i. N.C. 
. Stewart, Lowell, 310 Merrimack ., A. E. C. 
. Sweeney, Lowell, 174 Central S: g. C 
. A. Titus, Lowell, 56 Holyrood Av« 


p 


Middlesex South 


1101 Beacon St., 


412 Beacon St. 
E. W. Barron, Malden. Office, Bost) 20 Ash St. 
Harris Bass, Everett, 351 Broadway 

. D. Bennett, West Somerville, 72 Ave. 

. A. Blacklow, Belmont, 100 Leon: 5t. 

W. O. Blanchard, Newton, 465 Cen ot. 
H. K. Bloom, Everett, 834 Broadw: . 

. F. H. Bowers, Newton Highlane | 6 Woodward St. 
Alice M. Broadhurst, Watertown, 2. \'t. Auburn St. 
Madelaine R. Brown, Cambridge. «ce, Boston, 264 

Beacon St. 
R. N. Brown, Malden, 621 Main S: 
R. W. Buck, Waban. Office, Bosto:, © | oy State Rd., C. 
Ve: Butler, Cambri Garden 

Casey, Allston. ce, Boston, + » Commonwealth 
Ave., A. E. C., Leg. C 


J. on Belmont. Office, Brookli: 
G. G. Bailey, Belmont, Office, Bost: 
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C. W. Clark, Newtonville, 363 Walnut St. 
E. A. Cooney, Newton. Office, Boston, 270 Common- 
wealth Ave. 
Oliver Cope, Cambridge. Office, Boston, Mass. General 
ospita 
W. H. Crosby, Brighton, 304 Faneuil St. 
H. J. Crumb, Lexington, 1632 “women Ave. 
Natick, 36 Pond 
Derick, Newton Highlands. Office, Boston, 412 


y St. 

J. G. Downing, Newton. Office, Boston, 520 Common- 
wealth Ave 

D. & Duggan, ‘Malden, 3 Hawthorne St. 

A. Engelbach, Cambridge, 330 Mt. Auburn St. 

W. C. Feeley, Cambridge, 859 Massachusetts Ave. 

Cc. W. Finnerty, Somerville, 440 Broadway 

oh M. Flynn, -Imont. Office, Boston, 412 Beacon St. 

. Q. Gallupe, Waltham. Office, Boston, 8 Fenway, 

Secretary 

Vv. * Getting, Belmont. Office, Boston, 546 State House 

H. A. Godfrey, Auburndale, 14 Hancock St. 

J. D. ‘Golden, Medford, 86 Forest St. 

A. D. Guthrie, Medford, 409 Salem St. 

W. T. Hood, Hudson, 20 Lincoln St. 

Fliot Hubbard, Jr., Cambridge, 29 Highland St., 


Treasurer. 

. M. Jackson, Everett, 312 Broadway 

. R. Jouett, Cambridge, 1 Craigie St., A. M. N. C. 
ot Kelley, West Newton. Office, Boston, 412 Bea- 


n St. 

G.| Kendall, Framingham, 198 Union Ave. 

A. Kontoff, Newton Centre. Office, Boston, 479 
acon St. 

. J. Lepore, Marlboro, 96 West Main St. 

. A. Levi, Newton. Office, Boston, 481 Beacon St., Sec. 
E. MacMahon, Cambridge. Office, Boston, 416 
Huntington Ave. 

. N. Makechnie, Cambridge, 14 Upland Rd. 

. A. McCarty, Waltham, 465 Lexington St. 

H. McSweene , Somerville, 26 Bow St. 

. C. Merriam, ramingham, 198 Union Ave., E. C. 

ude Merrill, Cambridge, 51 Brattle St. 

ongan, "Somerville, 24 Central St., Ex-Pres. 

.M. Morrison, Waban. Office, Boston, 520 Common- 

wealth Ave. 

D. G. Nutter, Newton Centre, 1094 Centre St. 

Dwight O’Hara, —— Office, Boston, 416 Hunting- 

ton Ave., Ex-Pre 

re an Packard, Belmont, 154 Washington St. 

L. Pilcher, Newton Centre. Office, Brookline, 1180 
aco 

Randolph Piper, Concord, 14 Sudbury Rd. 

Max Ritvo, Newton. Office, Boston, 416 Marlboro St. 

L. G. Rondeau, Brighton, 555 Washington St. 

. A. Saunders, Arlington, 50 Pleasant St. 

. J. Schlesinger, Newton. Office, Boston, 330 Brook- 

line Ave. 

. Simons, Arlington, 1250 Massachusetts Ave. 

. Small, Belmont, 68 Leonard St. 

. Stevens, Cambridge, 1 Craigie St. 

. Toppan, Watertown, 289 Mt. Auburn St. 

. Townsend, Cambridge, 330 Mt. Auburn St. 

. Vance, Natick. Office, Boston, 29 Bay State Rd. 

. Walcott, Cambridge, 81 Sparks St. 

H Ol Lexington, 14 Massachusetts Ave., 


P. 
B. M. Wein, Newton. Office, 471 Commonwealth Ave. 
Alfred Worcester, Waltham, 314 Bacon St., Ex-Pres. 
Hovhannes Zovickian, Watertown, 528 Mt. Auburn St. 


Norfolk 


W. R. Ohler, Jamaica Plain. Office, Boston, 319 Long- 
ood A 


w ve., V. P. 
A. A. Abrams, Brookline, 1093 Beacon St. 
C. E. Allard, Dorchester, 428 Columbia Rd., A. a - C. 
B. E. Barton, West Roxbury, 10 Richwood ’St., 
Carl Bearse, Boston, 483 Beacon St., A. E. C. 
Elizabeth Broy les, Wellesley, Simpson Infirmary. 

. H. Cauley, Dorchester, 8 Carruth 

. L. Doherty, West Roxbury. Office, Boston, 466 Com- 

monwealth Ave. 
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Albert Ehrenfried, Brookline. Office, Boston, 520 
Beacon St., M.N.C. 

= Brookline. Office, Boston, 80 East 

P. S. Foisic, Milton, 65 Hillsview Road. 

Susannah Friedman, Roxbury. Office, Boston, 485 

Commonwealth Ave. 

T. R. Goethals, Brookline, 34 Hawthorn Rd. 

DA L. meg Brookline, 42 Goodnough Rd. 

H. 


— 


. Halsted, Dedham. Office, Jamaica Plain, Faulkner 
Hospital. 
B. Harris, Dorchester, 487 Columbia Rd. 
C. G. Hayden, Brookline. Office, Boston, 38 Chauncy St. 
R. J. eng Jamaica Plain. Office, Brookline, 1101 
Bea 
P. J. as Milton. Office, South Boston, 300 Broad- 


1. RJ ankelson, Jamaica Plain. Office, Boston, 483 


L. F. Johnson, Brookline, ee 

C. J. Kickham, Brookline ce, Seneca, 508 Com- 
monwealth Ave. 

C. J. E. Kickham, Jamaica Plain. Office, Brookline, 
1101 Beacon St., E. C. 

D. L. Lionberger, Dedham, 709 East St. 

D. S. Luce, Canton, 553 Washington St., P. R. C. 

C. M. Lydon, Dorchester, 276 Bowdoin St. 

D. L. Lynch, Roslindale, 61 Penfield St. 

T. F. “ vo Milton. Office, Boston, 270 Common- 
wealt 

F. P. anew Milton. Office, Boston, 371 Common- 
wealt 

H. L. ans rpms Brookline. Office, Boston, 479 Bea- 


R. T. © Monroe, 1 Brookline. Office, Boston, 270 Common- 
wealt 
F. J. Moran, Dedham, 395 Washington St. 
H. R. Morrison, Brookline. Office, Boston, 370 Marl- 


boro St. 
Hyman a Brookline. Office, Boston, 483 Bea- 
con 
D. J. Mullane, Brookline, 1101 Beacon St. 
H. A. Novack, Brookline. Office, Boston, 471 Common- 
wealth Ave. 
J. O'Connell, Dorchester, 1061 Dorchester Ave. 
E. O'Neil, _ Brookline. Office, Boston, 270 Common- 


wealth 

R. S. Palmer, "Brookline. Office, Boston, 330 Dart- 
mouth St. 

G. W. Papen, Brookline. Office, Boston, 31 Milk St. 

H. West Roxbury. Office, Boston, 29 Bay 

tate 

S. H. Proger, Brookline. Office, Boston, 30 Bennet St. 

H. A. Rice, Canton, 472 Washington St. 

S. A. Robins, Boston, 636 Beacon St. 

D. D. Scannell, Jamaica Plain. Office, Boston, 475 
Commonwealt Ave. 

J. A. Seth, Milton. Office, Boston, 47 Bay State Rd. 


L. A. Sieracki, Norwood, 71 Winter St. 
S. L. Skvirsky, Brighton. Office, Boston, 545 State 
ouse, Leg. C. 

E. C. Smith, Brookline. Office, Boston, 520 Common- 
wealth Ave. 

Kathleyne S. Snow, Jamaica Plain. Office, Boston, 466 
Commonwealth Ave. 

J. W. Spellman, Chestnut Hill. Office, Brookline, 1101 

acon St. 

A. R. Stagg, Medfield, 25 Pleasant St. 

Benjamin Tenney, Jr., Brookline, 1101 Beacon St. 

W. J. Walton, Dorchester, 106 Bowdoin St. 

N. A. Welch, West Roxbury. Office, Boston, 520 Com- 
monwealth Ave., Ass’t Treas. 

W. A. ae Je Jr., Milton. Office, Boston, 270 Common- 
wealt 

G. F. Wilkins, Brookline. Office, Boston, 245 State St. 

P. R. Withington, Milton, 350 Randolph Ave. 

Marjorie bens + Jamaica Plain. Office, Boston, 21 
Bay State Rd. 

E. a Brookline. Office, Boston, 319 Longwood 

ve. 
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Norfolk South 
E. = Wollaston, 563 Fuiuace Brook Park- 
D. } “Bailey, W eymouth, 165 Washin St. 
F. A. Bartlett, Wollaston, 308 Beale 
D. L. Office, 80 East Con-. 
co 
Harry Quincy, 43 School 
R. L. Cook, Quincy, [Hancock 
F. W. Crawford, 98 North EG St. 
W. R. Helfrich, oo, 17 Whitney Rd., A. E. C., 
A. M.N.C. 
Frederick Hinchliffe, Cohasset, 117 —_ Main St. 
E. K. Jenkins, So. Braintree, Norfolk County Hosp., Sec 
N. R. Pil Pillsbury, So. Braintree, Norfolk County Hosp., 
D. Reardon, 1186 Hancock St., Ex-Pres. 
H. A egos, 205 North St., P. R. C. 


Mildred L. Ryan, Brockton, 57 West Elm oP V. P. 
Sam Angley, Bryantville, School St., A. M. N. C. 
muel Gale, Brockton, The Checkerton, Sec. 
H. H. Hamilton, Plymouth, 70 Court St., Leg. C. 
A. L. Hurlburt, East Bridgewater, 81 Central St., A. E. c. 
P. H. Leavitt, Brockton, 129 W. Elm St., M. N. C. 
D. A. Martin, Hanson. 
C. D. McCann, Brockton, 12 eseage P.R. C., E. C. 
A. McLaughlin, Marshfield ce, Plymouth, 17 
Leyden St. 
. A. Moore, Brockton, 167 Newbury St. 
. L. Perry, Middleboro, 39 Oak St. 
. E. Swenson, Plymouth, 1 Carver St. 


A. J. A. Campbell, Brighton. Office, Boston, 520 Com- 

monwealt Ave. = 
. L. Albright, Boston, 412 Beacon St. 
— Boston, 266 Beacon St., President. 

Brookline, 1180 Beacon St. 

Altschule, Boston, 330 Brookline Ave. 

Balch, Jr., Brookline, 1180 Beacon St., C. 
. Bartol, Boston, 1 Chestnut St., Ex-Pres. 
. Bradford, Boston, 520 Beacon St. 
. Brickley, Boston, 524 Commonwealth Ave. 
. Browne, Boston, 587 Beacon St., Leg. C., A. E. C. 
. Butler, Boston, "Mass. General Hospital. 
_M. Chapman, Boston, 266 Beacon St. 
. Henry Clifford, Boston, 501 Boylston St. 
‘ F. Collins, Revere, 123 Bennington St. 
. P. Der Hagopian, te, 39 Cary Ave. 
. W. Faxon, Boston, Mass. General Hospital. 
Reginald Fitz, Boston, 319 Longwood Ave., Ex-Pres. 
Maurice Fremont-Smith, Boston, 12 Hereford St. 
ome = = & Frothingham, Boston, 101 Bay State Rd., 


Brookline. Office, Boston, 8 Fenway. 

L. Gately, East Boston, 624 Bennington St., P. R. C. 
L. ale, Cambridge. Office, Boston, 330 Dart- 
mouth St. 

A. A. Hornor, Brookline. Office, Boston, 319 Longwood 
Ave., Vice-President. 

L. M. Hurxthal, West Newton. Office, Boston, 605. 
Commonwealth Ave. 

¢. . Keefer, Boston, 65 East Newton St., C. 

A. Kelly, Winthrop, 200 Pleasant St., E. C. 

‘E. Kennard, Brookline, 1180 Beacon ‘St. 

Lahey, Boston, 605 Commonwealth Ave. 

“yy Chestnut Hill. Office, Boston, 


. H. 
.H. | 
3 Lee, Boston, 264 Beacon St., Ex-Pres. 
. F. 


300 Long- 


Lund, Boston, 20 Gloucester St., A. M. N. C. 
Maraldi, Boston, 276 Commonwealth Ave. 
. C. Marble, Newton Centre. Office, Boston, 270 
Commonwealth Ave., 


L. S. Brookline, 1180 Beacon St., President- 
W. Jj. nay md Chestnut Hill. Office, Boston, 319 Long- 


Donald Munro, Boston, 818 Harrison Ave. 
H. L. Musgrave, Revere, 620 Beach St. 
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F. R. Ober, Boston, 234 ree te C., Ex-Pres. 

F. W. O’Brien, Boston, 47 t. 

J. P. O’Hare, Chestnut Hill. Office, Boston, 520 Com- 
monwealth Ave. 

E. Parkins, Brookline. Office, Boston, 12 Bay ne Rd. 

L. E. Phaneuf, Boston, 270 Commonwealth Ave 

Helen S. Pittman, Boston, 264 Beacon St. 

J. J. Re gow Boston. Office, Boston, 520 Common- 

wealth Ave 


W. , 2. Robey, Boston, 202 Commonwealth Ave., Ex- 


Horatio Rogers, Boston, 264 Beacon St., C. 
H. F. Root, Brookline. Office, Boston, 81 Bay State Rd. 
Wellesley. Office, Boston, 422 Beacon St., 


R. M. Smith, Boston, 330 Dartmouth St., C. 

Cc. M. Stearns, Chelsea, 116 Hawthorne St. 

Conrad Wesselhoeft, Boston, 315 Marlboro St., M. N. C. 
C. F. Wilinsky, Boston, 330 Brookline Ave. 


r 


- C. Wheeler, Worcester, 27 Elm St. ~~ P. 
A. W. Atwood, Worcester, 390 Main 
George Ballantyne, Worcester, 27 Elm ‘St. .. A. M. N.C. 
acob Brem, Worcester, 796 Pleasant St. 
. B. Butts, Worcester, 24 Franklin St., Leg. C. 
. T. B. Carmody, Worcester, 340 Main St. 
. B. Carr, Worcester, 27 Elm St., M. N. C. 
E. J. Crane, Holden, Armington Lane. 
Paul Dufault, Rutland, Rutland State Sanatorium. 
. Dunlop, Worcester, 27 Elm St. 
W. J. Elliott, Worcester, 119 Belmont St. 
i“ Fallon, Worcester, 10 Institute Rd., E. C. 
M. Felton, Worcester, 36 Pleasant St. 
Donald Hight, Worcester, 27 Elm St., Sec. 
Thomas Hunter, Shrewsbury, 545 Main St. 
H. L. Kirkendall, Worcester, 27 Elm St. 
D. G. Ljungberg, Worcester, 36 Pleasant St. 
. A. Lundy, Worcester, 16 Norwich St. 
. C. McCann, Worcester, 390 Main St. 
. K. McClusky, Worcester, 7 Hawthorne St. 
W. McKoan, Worcester, 36 Pleasant St. 
. M. Olson, Westboro, 54 West Main St. 
. A. O'Toole, Clinton, 101 Chestnut St. 
E. L. Richmond, Worcester, 390 Main St. 
N. S. Scarcello, Worcester, 1 Selden St., A. E. C., P. R. C. 
J: Tegelberg, Worcester, 390 Main St. 
J. Ward, orcester, 9 Bellevue St., C. 


Worcester North 


E. A. Adams, Fitchburg, 44 Oliver St., V 
{J J. Curley, Leominster, 89 West St., “yo M.N. C. 
‘ Jolma, Gardner, 86 Jonathan St. 
. Keaveny, Fitchburg, 62 Fox St., A. E. C. 
P. Marnane, Gardner, 4 Comee St.. ~*~ Cc. 
‘Vv. McHugh, Leominster, 55 West St., P. R. C. 
. 8. McPeak, Fitchburg, 18 Hartwell St., A. M. N. C. 
J. ‘G. Simmons, Fitchburg, 30 Myrtle Ave. ., Sec. 


The initials £. C. following the name of a Councilor indicate that he 
is a member of the Executive Committee, and 4. E. C. that he is an alter- 
nate member of the Executive Committee; M. N. C. that he is a member of 
the Committee on Nominations, and 4. M. N. C. that he is an alternate 
member of the Committee on Nominations; Leg. . that he is a member 
the Committee on Legislation; P. R. C. that he is a member of the Com- 
mittee on Public Relations; V. P. th 
as president of a district society and so vice-president 
general "See by C. by virtue of his office as yy of a standing com- 
mittee; Sec. by virtue of his o as pocnnery 
Ex-Pres. by virtue of being a past pre 


ata member is a councilor by virtue 


Censors For 1949-1950 


Barnstable 


- Higgins, Cotuit, supervisor. 
D. H. Hiebert, Provincetown. 


Joseph. N. Kelly, Orleans. 
S. Simpson, Centerville. 
T. A. Wiswall, Falmouth. 
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Berkshire 


C. T. Leslie, Pittsfield * isor. 
M. A. Gangemi, Nort ms. 
H. G. Mellen, 

T. H. Nelligan, Pittsfield. 

G. $. Wickham, Lee 


Bristol North 


. L. Murphy, Taunton, supervisor. 
Brewster, Attleboro. 
B. Kin sbury, Taunton. 
A. J. Leddy, Taunton. 
H. G. Vaughn, Attleboro. 


Bristol South 


C. C. Persons, New Bedford, supervisor. 
Herschel Heinz, New Bedford. 

W. F. MacKnight, Fall River. 

E. A. McCarthy, Fall River. 

E. L. Merritt, all River. 


Essex North 


L. C. Peirce, Newburyport, supervisor. 
. M. Barry, Lawrence. 
. B. Consentino, Haverhill. 
mpson, Andover. 
P. E. Zanfagna, Lawrence. 


Essex South 


S. N. Gardner, Salem, supervisor. 
W. R. Irving, Gloucester. 

C. A. Palla ino, Lynn. 

E. D. Reynolds, Danvers. 

J. R. Shaughnessy, Salem. 


Franklin 


hi Moran, Greenfield, 
. Barnard, Greenfield. 
. Colleran, South Deerfield. 

i. A. s, Turners Falls. 

E. Cc. There Greenfield. 


Hampden 


foh n Pallo, Westfield, Supervisor. 
W. Beauchamp, Springfield. 
A. A. Palermo, Springfield. 

L. A. Putnam, Holyoke 

J. L. Smead, Springfield. 


Hampshire 


L. B. Pond, Easthampton, supervisor. 
Brown, Northampton. 
. Cooney, Northampton. 
T. F. ‘Corriden, Northampton. 
I. E. Hayes, Northampton. 


Middlesex East 


T. P. Devlin, Stoneham, supervisor. 
C. R. Baisley, Reading. 

H. A. Bouvé, Wakefie d. 

R. E. Militzer, Woburn. 

S. H. Moses, Winchester. 


Middlesex North 


L. F. King, Lowell, supervisor. 
Harry Black, Low ell. 

Cc. L. Brennan, Lowell. 

G. E. Carriel, Lowell. 

E. H. Latham, Lowell. 


Middlesex South 


H. J. Crumb, Lexington, su isor. 
H. K. Bloom, Everett. 

E. A. Gaston, Framingham. 

Dudley Merrill, Cambridge. 
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Worcester 


K. S. Snow, Boston, supervisor. 
G. L. Doherty, Boston. 

I. R. Jankelson, Boston. 

W. C. Moloney, Boston. 

H. A. Novack, Brookline. 


Norfolk South 


rthur Ra t, Quincy. 

H. S. Reid. Cohasset. 

R. E. Ross, Braintree. 

W. L. Sargent, Quincy. 


Plymouth 


R.E 

G. L. Fuller, B ton. 
S. E. Peterson, 
R. F. ' 
E. E. 


; Welch, Brockton. 
iesner, Brockton. 


Suffolk 
L. M. supervisor. 
nglem, Bosto 


Cal ins, 
L. Goodale, Boston. 
J. J. Todd, Boston. 


. W. McKoan, Worcester, supervisor. 
. J. Croce, Worcester. 

Thomas Hunter, Shrewsbury. 

H. L. Kirkendall, Worcester. 

LE. L. Richmond, Worcester. 


Worcester North 


K. J. Jolma, Gardner, supervisor. 
Dufault, Athol. 

. Pickwick, Fitchbure. 

. Pierce, Gardner. 

Wheeler, Leominster. 


Vice-PresipENTs OF THE MASSACHUSETTS 


Society (Ex-Offciis) ror 1949-1950 
Presipents or District Mepicat Societies 


(Arranged according to seniority of fellowship in 
the Massachusetts ical Society) 


Middlesex North — Coburn, Lowell. 
aie — Norman B. McWilliams, Williamstown. 
— Arthur H. Riordan, Indian 
Midd esex East — Ira W. Richardson, Wakefield. 
Norfolk South — Edmund B. FitzGerald, Wollaston. 
orfolk — W. Richard Ohler, ton. 
Worcester North — Edward A. Adams, , See 
Essex North — Z. William Colson, Law 
ristol South — John S. C. Fielden, Fall "River. 
Essex South — Charles r. Twomey, Lyn 
Bristol North — James H. Brewster, sdlcbero. 
Suffolk — Alexander J. A. ‘Campbell, ton. 
franklin — Lawrence R. Dame, Greenfield. 


chard. 


Aymouth — Mildred Ry an, Brockton. 

Worcester — Bancroft C. Wheeler, Worcester. 
Middiesex South — James Marvin Baty, Belmont. 
Hampshire — Edward J. Manwell, Northampton. 
Barnstable — Arthur J. D’Elia, Harwichport. 


ComMISSIONERS OF TRIAL For 1949-1950 


Barnstable — Frank O. Cass, Provincetown. 
Berkshire — James W. Ly.~ North Adams. 
Bristol North — John W. Cook, Mansfield. 
Bristol South — Arthur C. Lewis, Fall River. 
Essex North — Harry H. Nevers, Lawrence. 
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Essex South — Thomas B. Rafferty, Lynn. 
Franklin — Kenneth Jacobus, Turners Falls. 


Hampden — . Henderson, Holyoke. 
Hampshire — poy C.B rne, Hatfield. 
Middlesex East — George R. Murphy, Melrose. 
Middlesex North — Leonard C. Dursthoff, Lowell. 
Middlesex South — Horace P. Stevens, Cambridge. 


Norfolk — David D. Scannell, Boston. 

Norfolk South — George D. Dalton, Quincy. 
Plymouth — Arthur W. Carr, Bridgewater. 
Suffolk — Charles H. Bradford, Boston. 
Worcester — A. Wilson Atwood, Worces 

Worcester North — Donald B. tieban, ‘Athol. 


OFFICERS OF THE SECTIONS FOR 1949-1950 


Psychiatry and Neurology 
Chairman, Walter E. Barton, Dorchester; 
Augustus S. Rose, Belmont. 
Ophthalmology and Otolaryngology 
Chairman, James J. Regan, South Boston; 
wrence R. Dame, Greenfield. 
Industrial Health 
Chairman, Daniel L. Lynch, Roslindale; 
Albert O. Seeler, Waban. 
Pathology 
Chairman, Donald A. Nickerson, Melrose; 
Stanley L. Robbins, Brookline. 
Obstetrics and Gynecology 
Chairman, Daniel J. McSweeney, Milton; vice-chair- 


secretary, 


secretary, 


secretary, 


secretary, 


man, Duncan eid, Boston; secretary, Arthur 
J. Gorman, Newton. 
Radiology 


Chairman, Laurence L. Robbins, Winchester; secretary, 
Magnus I. Smedal, Waban. 
Dermatology and Syphilology 
Chairman, Maurice M. Tolman, Chelsea; 
John Adams, Jr., Roxbury. 
Physical Me.licine 
Chairman, Sidney Licht, Cambridge; secretary, Arthur 
L. Watkins, Arlington. wa 
Surgery 


Chairma.., Franklin G. Balch, Jr., Chestnut Hill; secre- 
tary, J. Hartwell Harrison, Brookline. Executive 


Secretary, 


Co aittee — p, Worcester. 
Medicine 
Chairm. Allen S. Johnson, Longmeadow; vice-chair- 
Jones A. Halsted, Dedham; secretary, Frank 
© or, Worcester. 
Pediatric: 
Chair, . . Stewart H. Clifford, Brookline; secretary, 
G | N. Hoeffel, Boston. 
Chair = Fine, Beverly; secretary, Leo. V. Hand, 
4 Highlands. 
Orric: oF THE District SociETIES 
FoR 1949-1950 
President, Arthur J. D’Elia, Harwichport; 
Prank Travers, Barnstable; secret Sheldon 
unt, outhport; treasurer, John O. Ni iles, Oster- 
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ville; librarian, Carroll H. Keene, Chatham; executive coun- 
cilor, Harol Rowley, public relations 
councilor, Harold F. Rowley, Harwichport; /egislative coun- 
cilor, Julius G. Kelley, Pocasset. 


Berkshire — President, Norman B. McWilliams, Wil- 
liamstown; vice-president, Clement F. Kernan, Pittsfield; 
secretary, Daniel N. Beers, Pittsfield; treasurer, Theodore 
W. Jones, Pittsfield; public relations councilor, Patrick J. 
Sullivan, Dalton; executive councilor, Helen oville, 
— legislative councilor, Modestino Criscitiello, Pitts- 
leld. 


Bristol North — President, James H. Brewster, Attle- 
boro; vice-president, Curtis B. Kingsbury, Taunton; secre- 
tary, C. Nason Burden, Taunton; treasurer, Charles E. Hoye, 
Taunton; executive councilor, William M. Stobbs, Attle- 
boro; public relations councilor, Milton E. Johnson, Attle- 
boro; legislative councilor, William M. Stobbs, Attleboro. 


Bristol South — President, John S. C. Fielden, Jr., Fall 
River; vice-president, Josep . Ponte, Jr.; secretary and 
treasurer, James E. Fell, Fall River; executive councilor, 
Curtis C. Tripp, New Bedford; —_ relations councilor, 
Milton T. MacDonald, New Bedford; J/egislative councilor, 
Daniel F. Gallery, Fall River. 


Essex North — President, Z. William Colson, Law- 
rence; noe Frederick C. Atkinson, North Andover; 
secretary, Harold R. Kurth, Lawrence; treasurer, J. LeRoy 

, Lawrence; librarian, Max ier, Lawrence; execu- 
tive councilor, Arnold P. George, Haverhill; public rela- 
tions councilor, Harold R. Kurth, Lawrence; Jegislative 
councilor, John T. Batal, Lawrence. 


Essex South — President, Charles F. Twomey, Lynn; 
vice-president, Stuart N. Gardner, Salem; secretary, Hen 
D. Stebbins, Marblehead; treasurer, Andrew Nichols, Il 
Danvers; executive councilor, Albert E. Parkhurst, Beverly; 
public relations councilor, Bernard Appel, Lynn; /egislative 
councilor, Leonard F. Box, Beverly. 


Franklin — President, Lawrence R. Dame, Greenfield; 
vice-president, Perrin N. Freeman, Greenfield; secretary and 
treasurer, Milton M. Sisson, Greenfield; executive councilor, 
Lawrence R ame, Greenfield; public relations councilor, 
ohn E. Moran, Greenfield; legislative councilor, Harold R. 

ahar, Orange. 


— President, Arthur H. Riordan, Indian Or- 
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CASE 35301 


PRESENTATION OF CASE 


A seventy-five-year-old housewife entered the 
hospital with intermittent frequency, burning and 
hematuria. 

Fourteen years before entry and again seven 
years later, she underwent suprapubic operations 
for carcinoma of the bladder, following which she 
was entirely well until two months before entry, 
when the above-mentioned symptoms developed. 

Physical examination revealed a blood pressure 
of 110 systolic, 90 diastolic, and moderate cardiac 
enlargement, with a very slight, soft, apical, sys- 


tolic murmur. Pelvic examination showed no fixa- 
tion of the bladder base and no induration. 

Examination of the blood disclosed a _ red-cell 
count of 3,160,000, with a hemoglobin of 9.7 gm., 
and a white-cell count of 9000. The nonprotein 
nitrogen was 28 mg. per 100 cc. The urine had a 
specific gravity of 1.014 and gave a ++ test for 
albumin; the sediment contained an occasional 
white cell, rare red cells and many bacteria. A blood 
Hinton test was negative. 

An intravenous pyelogram showed normal- 
appearing urinary passages on the right. There was 
no evidence of excretion on the left over a period 
of one hour. Both kidney shadows were normal in 
size, shape and position. The bladder shadow 
demonstrated lobulated filling defects of the floor 
and left side. The bones were slightly decalcified, 
but no localized areas of destruction were seen. 
There was a group of calcifications in the left side 
of the pelvis (Fig. 1). 

On cystoscopy two small papillary tumors of 
the bladder base and a questionable infiltrating 
tumor involving the anterior wall just above the 
vesical orifice were seen. Biopsies of the right and 
left base and the anterior wall showed no tumor. 
Retrograde pyelography was reported as demon- 
strating a small amount of filling on the left, which 
outlined dilated calyxes with irregular margins 
and a large, round defect in the pelvis of the kidney. 
The ureter was widened and tortuous, and irregular 
defects were present within it. A urine culture, taken 
at the time of cystoscopy, grew abundant colon 
bacilli and nonhemolytic streptococci. 

On the twelfth hospital day an operation was 
performed. 
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DiFFERENTIAL DiAGNOsIS 


Dr. Sytvester B. As one glances 
through the history of this seventy-five-year-old 
woman there are a number of preliminary thoughts 
that run through one’s mind in an attempt to find 
an explanation for the symptoms presented. One 
surmises that with a red-cell count of 3,160,000 
and a hemoglobin of 9.7 gm. the disease had been 
going on much longer than the two-month period 
described by the patient. Recurrent cancer in the 
bladder is a good possibility; freedom from symp- 


Ficure 1. 


toms for seven years after specific therapy for a 
bladder tumor is by no means indicative of a cure. 
The normal nonprotein nitrogen and the reasonably 
good specific gravity of the urine suggest that one 
kidney at least had fairly good function. It is un- 
fortunate that the physical examination includes 
no mention of the kidneys or abdominal findings. 
In the majority of cases a tumor of the renal par- 
enchyma can be felt by bimanual palpation. Simi- 
larly, another x-ray film taken twenty-four hours 
after the injection of the intravenous dye might 
have given invaluable assistance in revealing why 
the left kidney failed to excrete enough dye for 
visualization of the pelvis and calyxes within the 
customary hour. The lobulated filling defects on 
the floor and left side of the bladder should be in- 
terpreted cautiously. Extravesical masses, or even 
an enlarged prostate in male patients, may simulate 
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bladder tumors. Cystoscopic biopsies are not infal- 
lible. The operator may get his specimen from the 
area around a tumor, or the tissue that he removes 
may vary greatly in its degree of malignancy from 
that elsewhere in the same tumor. Whatever this 
patient had, it apparently involved the kidney, 
ureter and bladder. 

A history of burning, frequency and hematuria 
ordinarily suggests stone, tumor, tuberculosis or 
inflammatory reaction somewhere along the urinary 
tract. 

First, let us consider an acute inflammatory proc- 
ess, not because it is the most likely but because 
it can be eliminated most easily. Such a condition 
would have caused more severe symptoms and would 
have been constant. The urine, furthermore, would 
have contained more pus cells. An infection of the 
urinary tract severe enough to cause gross hematuria 
would be manifested by a generalized inflammatory 
reaction in the bladder, which certainly would have 
been commented upon by the cystoscopist. I be- 
lieve, then, that the patient had something more 
than a colon-bacillus infection of the urinary tract. 

Tuberculosis has no respect for age, but it is dis- 
tinctly less common in the urinary tracts of elderly 
people than in those of patients between twenty 
and thirty-five. Although the dilated calyxes with 
irregular margins are consistent with renal tuber- 
culosis, this disease should not have caused a filling 
defect of the renal pelvis. This degree of tuberculous 
involvement of a kidney, furthermore, would have 
been accompanied by the characteristic retraction 
of the ureter and gaping ureteral orifice as noted 
by cystoscopy. Let us eliminate tuberculosis, there- 
fore, from the possibilities. 

Calculous disease of the urinary tract merits 
consideration, but is a rather unlikely cause of these 
symptoms. The patient mentioned no pain in the 
side, and no calculi are mentioned in the x-ray report. 
A nonopaque uric acid stone in the kidney pelvis 
might account for the filling defect in the left kidney, 
but a stone there would probably have caused a 
more extensive generalized dilatation of the pelvis 
and all the calyxes. A nonopaque stone blocking 
the lower ureter would have resulted in a uniform 
dilatation of the ureter above the obstruction in-. 
stead of the irregular defects described in the his- 
tory. In view of these considerations I believe that 
stones in the urinary tract do not explain the clinical 
picture. 

This leaves cancer as the final possibility. Despite 
the negative biopsies I believe the patient had car- 
cinomatous areas in her bladder. At times, I will 
grant that an indwelling urethral catheter chafing 
against the bladder mucosa may create lesions re- 
sembling bladder tumors, but here we have no men- 
tion of previous constant drainage and so I believe 
that we should lend credence to the views of the 
cystoscopist. Even in the presence of smooth, 
regular outlines of the kidneys, tumors of the renal 
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parenchyma are possible. Without the characteristic 
narrowing and elongation of the calyxes, however, 
this type of renal tumor is unlikely. The gen- 
eralized dilatation of the calyxes and the defect in 
the outline of the renal pelvis are more consistent 
with the papillary type of carcinoma involving 
the kidney pelvis primarily. The tendency of these 
papillary tumors to metastasize down the ureter 
also would explain the dilatation and irregular filling 
defects of the ureter on the basis of secondary im- 
plants from the pelvis. Primary tumor of the ureter 
can produce similar filling defects, but this is a rel- 
atively uncommon disease and it probably would 
not be accompanied by filling defects of the kidney 
pelvis about it. In cases of long standing, tumors 
of the renal pelvis may even extend down the ureter 
and cause implants in the bladder mucosa. In my 
opinion, therefore, the history and x-ray findings 
in this case could all be explained satisfactorily 
by a papillary carcinoma of the left renal pelvis 
with secondary implants in the left ureter and in 
the bladder. 

May we see the x-ray films? 

Dr. Stantey M. Wyman: The first three films 
are after intravenous examination and are normal. 
At the end of sixty minutes the left kidney does 
not appear to be appreciably larger than it was at 
the beginning of the examination. This suggests 
that the kidney is not functioning. The areas of 
calcification described lie in the pelvis above the 
bladder, slightly to the left, and I would say out- 
side the urinary passages. The filling defect in the 
bladder can be seen best on the empty film. There 
is a large, irregular, filling defect on the left, and 
there is a suggestion of smaller defects about it. 
The last film is a retrograde examination. We have 
only one film, and it shows a large number of ir- 
regular, nonopaque, filling defects involving the 
upper third of the ureter and pelvis. The calyxes 
seem to be wide and irregular. 

Dr. Kewiey: This dilated lobular ureter is not 
quite what I had expected from the description, 
but I think it fairly well eliminates the possibility 
of tuberculosis and nonopaque stone. It looks as 
if something were growing from the lining of the 
renal pelvis out toward the calyxes. Sometimes 
blood clots give this irregular filling of the ureter. 

After viewing these x-ray films I will still adhere 
to my original guess of a papillary tumor primary 
in the renal pelvis, with secondary implants in the 
ureter and bladder. 

Dr. F. Leapsetrer: have nothing 
to add except that the procedures were carried out 
as indicated. We exposed the kidney through a 
left lumbar incision and found a very dilated, looped 
ureter, which seemed to contain tumor. The ureter 
was ligated just above the pelvic brim and resected 
with the kidney. Then through an anterior ap- 
proach an extraperitoneal resection of the lower 
ureter with a small cone of bladder was carried out. 
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Curnicat Diacnosis 
Papillary carcinoma of left ureter, renal pelvis 
and bladder. 
Dr. Ketiey’s Diacnosis 
Papillary carcinoma of left ureter, renal pelvis 
and bladder. 
ANATOMICAL DIAGNOSES 


Papillary carcinoma of renal pelvis, with extension 
into ureter and with metastases to ureteral 
mucosa. 

Hydronephrosis. 


PATHOLOGICAL Discussion 


Dr. Benjamin Castieman: As this photograph 
(Fig. 2) shows, there is a large papillary friable tumor 


Ficure 2. 


involving the entire pelvis and extending into the 
proximal ureter. It is also evident that there are 
numerous mucosal metastases not only in the upper 
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ureter but also in the lower portion removed sep- 
arately (Fig. 2). Microscopically the tumor is fairly 
well differentiated and might be graded two (on 
a scale of three). 

About a month later a cystoscopy showed a papil- 
lary tumor about 3.5 cm. in diameter with a broad 
base occupying the left posterior wall behind the 
left ureteral region. This was resected transure- 
thrally, and radon seeds implanted. Histologically 
the tumor was similar to that in the kidney and 
ureter. On a routine cystoscopic checkup six months 
later three more small papillary tumors were seen 
in this same region of the old ureteral orifice, which 
had been excised at the first operation. In addition 
there were now several others on the anterior and 
lateral walls. All these tumors were thoroughly 
coagulated. It was believed that cystectomy was 
not indicated because of the patient’s age. 

The question whether these tumors implant or 
are independent growths always arises in such a 
case. I personally have leaned toward the idea that 
many of the so-called metastases or recurrences were 
really new tumors produced by the same stimulus 
that caused the original one. In this case, however, 
the evidence seemed to be more in favor of implanta- 
tion or recurrence. 


CASE 35302 


PrESENTATION oF CASE 


First admission. A sixty-five-year-old man en- 
tered the hospital with signs of intestinal obstruction 
and abdominal pain of six days’ duration. A barium 
enema showed a filling defect in the descending 
colon. On the fifth hospital day a cecostomy was 
performed, and on the eighteenth day a freely mov- 
able segment of descending colon containing an 
adenocarcinoma (Grade III) was excised and an 
end-to-end anastomosis made between the severed 
ends of bowel. The tumor had penetrated the over- 
lying serosa and extended to several regional lymph 
nodes. All these nodes were removed, and no dis- 
tant metastases were found. The gall bladder was 
distended, tense and full of stones. The postopera- 
tive course was stormy. Wound sepsis developed, 
and when this was controlled and the cecostomy 
tube removed, an abscess developed under the left 
leaf of the diaphragm, which proved to be con- 
nected by a fistulous tract to the bowel anastomosis. 
A transverse colostomy was performed, and the 
abscess drained. Large doses of penicillin and a 
short course of sulfadiazine were used in conjunction 
with six whole-blood transfusions and one plasma 
transfusion during this long illness. Later, the wound 
had to be reopened, and another abscess in the same 
region was entered and drained. The patient then 
began to complain of calf pain, and his left leg was 
swollen. Bilateral ligation of the superficial femoral 
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veins was done. He was discharged on the sixty- 
fifth day after admission. 

Final admission (thirteen days later). After dis- 
charge the patient felt well and was ambulatory. 
He increased his activities, had a good appetite 
and gained weight. On the day before readmission 
he had a sudden, severe shaking chill, following 
which his temperature was found to be 101°F. He 
complained of pain in the left chest, and had a slight 
cough productive of small amounts of white sputum. 
Later in the day there were more chills, and the 
patient became confused and disoriented. He was 
brought to the hospital thirty-six hours after the 
first chill. 

Physical examination revealed a disoriented man. 
The skin was hot and dry. The scleras were icteric. 
The right pupil was smaller than the left, and both 
reacted sluggishly. The tongue was red and coated. 
The heart was enlarged to percussion. A Grade 
II systolic murmur and a diastolic gallop were heard 
at the apex. The percussion note over the left-lung 
base was dull, and the breath sounds distant. No 
bronchial breathing or rales were heard. The drain- 
age wound in the left flank was healed. The colos- 
tomy site was clean The abdomen was soft except 
in the right upper quadrant, where there were re- 
sistance and tenderness. Neurologic examination 
was negative. 

The temperature was 102°F., the pulse 100, and 
the respirations 28. The blood pressure was 115 
systolic, 60 diastolic. 

Examination of the blood showed a hemoglobin 
of 13.7 gm. per 100 cc. and a white-cell count of 
10,550, with 87 per cent neutrophils. The specific 
gravity of the urine was 1.016, and there was a ++ 
test for albumin and a + foam test for bile. The 
sediment was loaded with hyaline casts. Examina- 
tion of the spinal fluid was negative. A chest film 
was normal. Further studies on the day after ad- 
mission elicited the following information: a serum 
bilirubin of 2.6 mg. per 100 cc. direct, 3.5 mg. in- 
direct; a chloride of 88 milliequiv. per liter; a carbon 
dioxide of 23.2 milliequiv. per liter; an amylase of 
38 units per 100 cc.; a nonprotein nitrogen of 60 
mg. per 100 cc.; and a total protein of 6.3 gm. per 


100 cc. A throat culture was negative for beta- ™ 


hemolytic streptococci and pneumococci. 

Thirty-six hundred units of penicillin was given 
intramuscularly every two hours. The night after 
admission the patient was comatose. Respirations 
were deep at 20 per minute. The temperature had 
fallen in a steady line to 95°F. The bladder was 
catheterized, but no urine was obtained. Review 
of the blood smear in hematologic consultation 
revealed no toxic granules in the neutrophils in 
a nearly normal count; the presence of “viral lymph- 
ocytes” was noted. Death occurred on the third 
hospital day. 
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DIFFERENTIAL D1AGNosis 


Dr. Victor G. Batsoni: This sixty-five-year-old 
patient was first admitted to the hospital with signs 
of intestinal obstruction that was found to be due 
to cancer of the descending colon. This cancer, 
as well as several locally involved lymph nodes, 
was removed, and no distant metastases were found 
at the time of operation. It was noted at operation 
that he had cholelithiasis. The postoperative course 
was complicated by the development of a left sub- 
diaphragmatic abscess, which required drainage. 
Presumably at the time of the operation he was 
transfused, and he was transfused several times 
again during the first hospital admission, which 
was a long one, amounting to sixty-five days. Some- 
time during this first hospital admission he developed 
a thrombophlebitis of the left leg, and both super- 
ficial femoral veins were tied off. There was no 
evidence of pulmonary embolism during the first 
admission. 

He went home, and was up and about, apparently 
eating well and having no symptoms, when he sud- 
denly became acutely ill with chills, fever and pain 
in his chest requiring readmission to the hospital. 

This episode raises the question of whether or 
not he could have had a pulmonary embolus. How- 
ever, there was no hemoptysis, no rales were heard 
in the lungs, and his rapidly downhill course, with 
the development of jaundice and renal failure, does 
not suggest pulmonary embolism. Jaundice may 
occur with large pulmonary infarcts, but the jaun- 
dice is usually mild and does not develop for several 
days after the infarction. The jaundice in these 
cases is presumably due to the breakdown of blood 
in the infarcted area of the lung and almost always 
occurs in a patient with congestive heart failure. 
Clinical examination of the chest on this second 
entry revealed some dullness and diminished breath 
sounds in the left lower lung posteriorly, but these 
findings could be well accounted for by a high dia- 
phragm resulting from his previous subdiaphrag- 
matic abscess. Pulmonary embolism after both 
superficial femoral veins had been ligated would 
also be unusual. Emboli can develop proximal to 
the ligation of the superficial femoral veins or in 
the deep femoral veins, but such a course of events 
seems unlikely in this case. 

We know that this man had cholelithiasis, dis- 
covered at the time of operation, and the possibility 
of acute cholecystitis with obstruction of the com- 
mon bile duct must be considered. The serum bili- 
rubin was 2.6 mg. per 100 cc. direct and 3.5 mg. 
indirect. In obstructive jaundice the van den Bergh 
reaction is primarily of the direct type; thus, these 
readings, although not very helpful, suggest that 
the reaction was primarily indirect, indicating that 
the jaundice was of the type seen in primary liver- 
cell damage. No other liver-function, tests are given. 
It would have been helpful if we had had a thymol 
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turbidity test and an alkaline phosphatase. In ob- 
structive jaundice the alkaline phosphatase is usually 
elevated above the normal of 5 Bodansky units. 
In obstructive jaundice the thymol turbidity is 
usually normal (0 to 4 units), and in hepatocel- 
lular jaundice (hepatitis) the thymol turbidity is 
usually markedly elevated anywhere up to 30 or 
35 units, but rarely above 20 units. The serum 
amylase remains normal in both types as it was 
in this case. 

The patient’s course on the second hospital entry 
was rapidly downhill, with the development of 
jaundice, coma and renal failure. 

On the basis of the evidence I must assume that 
the jaundice was of the intrahepatic type seen when 
the liver is severely damaged. Miliary metastases 
to the liver from the original carcinoma of the colon 
could produce this picture, as also could multiple 
metastatic abscesses of the liver. I see no way of 
completely ruling out these possibilities. The white- 
cell count was not very abnormal, being only 10,500, 
with 87 per cent neutrophils, and is against pyo- 
genic abscesses of the liver. If there were multiple 
metastases in the liver, it is reasonable to assume 
that they would have been recognized at the time 
of the operation. 

None of the diagnoses so far mentioned seem to 
explain adequately the rapidly downhill course 
that this patient showed, with clinical evidence 
of hepatic and renal failure. With severe hepatic 
failure coma is quite common, and renal failure may 
occur. The exact cause of the renal failure in severe 
liver disease is not clearly understood, but it is known 
that a type of nephrosis may develop. We know 
that this man had a transfusion at the time of his 
operation for cancer of the bowel, seventy-eight 
days prior to the development of the jaundice, and 
that he had several other transfusions during his 
first hospital stay. Hepatitis of the so-called homol- 
ogous serum or transfusion type may develop any- 
where from thirty to a hundred and twenty days 
after transfusion, most cases occurring between 
the fiftieth and the ninetieth day.' The hepatitis fol- 
lowing transfusions is pathologically indistinguish- 
able from the hepatitis that is epidemic, going under 
the term of epidemic infectious hepatitis. The evi- 
dence to date indicates that both types of hepatitis 
are due to viruses and that the virus of post-trans- 
fusion hepatitis is different from that causing epi- 
demic hepatitis. In both types it is common to have 
a polymorphonuclear leukopenia in the peripheral 
blood and varying numbers of mononuclear cells 
not unlike those seen in infectious mononucleosis. 
This patient did show some of these “‘viral lympho- 
cytes” in the peripheral blood. Either type of 
hepatitis may be mild, or may be severe and ful- 
minating, with death ensuing within three or four 
days as in this case. At autopsy these cases show 
massive central necrosis of the liver lobules, such 
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as that described by Dr. Mallory,! and that is what 
I believe this case will show. 


Curnicat D1acnosis 
Homologous serum jaundice. 


Dr. Ba.Boni’s D1AGNosEs 
Hepatitis, transfusion type, with hepatorenal 
failure. 
Cholelithiasis. 
Partial colectomy. 
Multiple abscesses of liver? 
Carcinomatosis of liver? 


ANATOMICAL DIAGNOSES 


Viral hepatitis, fulminant, homologous serum type. 
Arteriosclerosis, marked, aortic and coronary. 
Coronary thrombosis, old. 

Pulmonary embolism, left lower lobe. 

Cholelithiasis. 

Operative wounds: resection of carcinoma of 
colon; colostomy; drainage of subdiaphrag- 
matic abscess; ligation, bilateral, of super- 
ficial femoral veins. 


PATHOLOGICAL DiscussION 


Dr. Tracy B. Matiory: Dr. Balboni was cor- 
rect in predicting that this patient would show 
evidence of hepatitis at autopsy. The liver looked 
grossly exactly like the ones we saw during the war 
and which Lucké and I? described as the fulminant 
form of hepatitis. The organ was only moderately 
shrunken and on section looked like an extremely 
severe nutmeg liver, with hemorrhagic and de- 
pressed lobular centers and pale, raised portal areas. 
Microscopically, the liver cells had almost com- 
pletely disappeared, and the periportal tissues were 
densely infiltrated with mononuclear cells. It is 
not unusual for death to occur so rapidly that there 
is not time for much jaundice to develop. Profound 
coma is very characteristic and, when it develops 
before jaundice is apparent, may lead to suspicion 
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of various forms of intracranial disease. I remember 
a case in which a craniotomy was performed under 
the impression that the patient suffered from a 
subdural hematoma. 

As Dr. Balboni has already pointed out the patho- 
logical lesion of homologous serum jaundice is indis- 
tinguishable from that of epidemic hepatitis. There 
is no certain way to distinguish the two diseases 
except by the inoculation of human volunteers. 
The epidemic strain will infect when fed by mouth 
and can be demonstrated in the intestinal content. 
When the virus is given transcutaneously the in- 
cubation period is only two to three weeks as against 
the two to six months for the serum-jaundice strain. 
This patient developed jaundice some seventy days 
after his operation and transfusion therapy, so the 
incubation period was correct for serum jaundice 
and we may be reasonably confident of the diagnosis. 

The remainder of the autopsy showed numerous 
lesions but none that seemed to bear upon his death. 
He had severe coronary sclerosis and one point 
of occlusion in the descending branch of the left 
coronary artery, but no evidence of infarction. A 
small pulmonary embolus was found in the left 
lower lobe. A stone was still present in the gall 
bladder but was causing no trouble. A few scars 
of old traumatic brain injury were present in the 
meninges, raising some suspicions that he might 
one time have been a prize fighter, but no acute 
lesion other than slight edema was found to account 
for his profound coma. This is usual in hepatitis. 
There was no evidence of metastasis or recur- 
rence of the carcinoma, but the large bowel con- 
tained many polyps, at least one of which showed 
malignant cytology though no evidence of invasion. 
It seems probable therefore that further cancers 
of the bowel would have developed sooner or later. 
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LAW AND THE LABORATORY 


Tue Commonwealth of Massachusetts, in 1877, 
established by state law the medical-examiner 
system to replace the gross inefficiency and cor- 
ruption of the coroner system. For the first time 
in the history of the country a sovereign state rec- 
ognized that a physician is better qualified than 
a layman to investigate sudden and violent deaths. 

In seventy-two years of operation the Mas- 
sachusetts medical-examiner system has slowly be- 
come the prototype for reform in other states and 
regional jurisdictions. In 1918 the five boroughs 
of New York City were placed under a chief medical 
examiner and his assistants, with responsibility 
for the investigation of medicolegal deaths in a 
population of seven million. In 1927 Essex County 
(Newark), New Jersey, followed suit. New Hamp- 
shire, in 1903, Maine, in 1917, Rhode Island and 
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Maryland, in 1939, and Virginia, in 1947, replaced 
the lay coroner with the physician medical examiner. 
Maryland improved upon the system by the estab- 
lishment of a central state laboratory with a chief 
medical examiner and regional medical examiners. 
Virginia followed with a similar plan, and this year 
Rhode Island has added a central laboratory and 
chief medical examiner. 

Massachusetts has not been indifferent to the 
need for a central laboratory and expert technical 
staff for medicolegal investigation. For many years 
the pathologist medical examiners of Suffolk County 
served as consultants to the nonpathologist medi- 
cal examiners of the other Massachusetts counties. 
Occasionally in the past, sometimes unhappily, 
a self-styled expert testified for the prosecution. 
One memorable murder trial brought forth the 
startling admission by such an expert that he had 
performed the wrong test for cyanide and had sub- 
sequently lost the victim’s stomach and contents. 

As the Massachusetts Department of Public 
Safety developed through the years, expert facilities 
in ballistics, toxicology and trace laboratories were 
made available to the medical examiners, police 
and district attorneys of the State. Since 1940 a 
central consultation service for medicolegal au- 
topsies has also been provided by the Department 
of Public Safety through the gratuitous services 
of the staff of the Department of Legal Medicine 
of Harvard Medical School. In ten years of activity, 
the highly trained medicolegal pathologists of that 
department have performed over 1400 autopsies 
at the request of medical examiners and district 
attorneys. Hundreds of thousands of miles have 
been traveled to every corner of the State without 
charge to the Commonwealth for professional serv- 
ices. In addition to this overwhelming contribu- 
tion of time and skill to public service, the central 
medicolegal laboratory has given periodic formal 
instruction to state and city police officers of Massa- 
chusetts and other states concerning the preserva- 
tion and interpretation of evidence related to violent 
deaths. Constant research has been carried on to 


clarify the mechanisms of sudden and violent death 
and thus to benefit the living. 

An extraordinary degree of efficiency has resulted 
from this close interrelation of the pathologist, 


toxicologist and ballistic and trace experts. The 
state-police investigators working with the district 
attorneys listen with confidence to the pathologist 
from the central laboratory, who has both experi- 
ence and unlimited technical assistance at his call. 
The combination of state-police detective free from 
regional prejudice and expert forensic pathologist 
serving without fee does much to make Massachu- 
setts safe for the innocent and perilous for the guilty. 


THE FARNSWORTH SURGICAL BUILDING 

MEDICAL activity on Bennet Street in the South 
End has been evolving for a century and a half. 
The evolution has been parallel to that of similar 
activities in other parts of the nation. The moti- 
vation has been the same: an interest in the care 
of the sick, in the training of those who profess to 
give that care, in the growth of the knowledge upon 
which the treatment of the sick is based and the 
prevention of sickness may be accomplished, and 
finally in the extension of the region served far be- 
yond the Towne of Boston and out toward 
the borders of New England. 

On May 26 another unit was opened with ap- 
propriate exercises and an opportunity for public 
inspection of the Farnsworth Surgical Building. 
At the corner of Bennet Street and Harrison Avenue, 
it will provide complete surgical equipment with 
165 beds. The corridors are continuous with those 
of the Joseph H. Pratt Diagnostic Hospital and 
connect directly with the Ziskind Research Labora- 
tories. Across Bennet Street is the Boston Dis- 
pensary, which connects directly with the Boston 
Floating Hospital. Diagonally across Harrison 
Avenue is the building now being remodeled for 
Tufts College Medical School. 

This new building embodies many modern archi- 
tectural features. Its five operating rooms, located 
in the basement and placed radially about the cen- 
tral servicing facilities, are entered only by those 
directly concerned with the work at hand, visitors 
being diverted to observation domes above. They 
may talk with the operating personnel, however, 
through a two-way intercommunication system. 
The observation domes are placed radially about 
the Stearns Auditorium (in honor of Dr. A. Warren 
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Stearns, Jr.), thus facilitating a combination of 
didactic and clinical teaching. They open from 
the main lobby of the building. In this way patients, 
students and operating personnel are provided with 
separate areas. In the well furnished rooms much 
may be found that is dear to the heart of hospital 
superintendents. 

The dedicatory program included addresses by 
Dr. Edward D. Churchill, chief of the General Sur- 
gical Services of the Massachusetts General Hospital, 
and Chester I. Barnard, president of the Rocke- 
feller Foundation and General Education Board. 
After the exercises tea was served, and there was 
a pleasant opportunity for leisurely inspection 
of the premises. The Journal salutes this new sur- 
gical unit of the New England Center Hospital. 


MULTIPLE-SCLEROSIS SURVEY 

ORGANIZATION and co-operative effort are pro- 
viding expanded opportunities for both the study 
of disease and public education in health and sick- 
ness. One of the most recent of these collaborative 
case-finding ventures following hard upon those 
that have been conducted in the attack on tuber- 
culosis, cancer, diabetes and heart disease is the 
current epidemiologic survey of multiple sclerosis. 

Locally, the multiple-sclerosis survey in Boston 
and Brookline, in which the co-operation of all physi- 
cians is sought, is being conducted by the Depart- 
ment of Epidemiology of the Harvard School of 
Public Health. Aiding in the study are the Hospital 
Council of Boston, the Committee on Public Health 
of the Massachusetts Medical Society and the local 
district medical societies. Other regional studies 
being sponsored by the National Multiple Sclerosis 
Society and activated by grants-in-aid are either 
in progress or planned for the near future in New 
Orleans, San Francisco, Denver and Winnipeg. All 
will be conducted in co-operation with local schools 
of medicine or public health. 

The purpose of the multiple-sclerosis survey, 
according to a release from the Harvard School 
of Public Health, is to determine the prevalence 
and distribution of the disease and to evaluate ap- 
parent differences in morbidity and mortality related 
to geography, climate, race and other factors. All 
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physicians in the areas designated are being re- 
quested, by individual letter, to provide information 
on appropriate forms on patients with multiple 
sclerosis seen within the past five years. The data 
will be used only for statistical purposes. 


A young girl, near Philadelphia, laboring 
under some form of lunacy, by pretending to 
hold conversation with the Lord, is stirring up 
all the crazy people in the region, who flock in 
crowds to see one more possessed than themselves. 

Boston M. &. S. J., July 25, 1849 


MASSACHUSETTS MEDICAL SOCIETY 


NORFOLK DISTRICT WOMAN’S AUXILIARY 


The following officers for 1949-1950 were re- 
cently elected by the Woman’s Auxiliary of the 
Norfolk District Medical Society: president, Mrs. 
John B. Hall; president-elect, Mrs. Joseph L. 
Tansey; vice-president, Mrs. David L. Lionberger; 
treasurer, Mrs. Benjamin Sachs; recording secre- 
tary, Mrs. Elliott Bresnick; and corresponding 
secretary, Mrs. David L. Halbersleben. The Ad- 
visory Council consists of Mrs. John W. Spellman, 
Mrs. Edward C. Smith, Mrs. W. Richard Ohler, 
Mrs. James D. Hepburn, Mrs. Norman A. Welch, 
Mrs. Leighton F. Johnson, Mrs. George W. Papen, 
Mrs. C. J. E. Kickham, Mrs. George F. Wilkins 
and Mrs. Carlton E. Allard. The officers of the 
standing committees are as follows: Membership, 
Mrs. Harold N. McKinney, chairman, and Mrs. 
H. S. Levine, co-chairman; Public Relations and 
Publicity, Mrs. George F. Wilkins, chairman; 
Legislative, Mrs. Solomon L. Skvirsky, chairman; 
Ways and Means, Mrs. Goodwin A. Johnson, chair- 
man, and Mrs. Newton C. Browder, co-chairman; 
Entertainment and Program, Mrs. John W. Spell- 
man, chairman, and Mrs. Joseph L. Tansey, co- 
chairman; Hospitality, Mrs. Samuel Nadel, chair- 
man, and Mrs. Arthur L. Gaetani, co-chairman; 
and Time and Place, Mrs. George W. Papen, chair- 
man, and Mrs. Edward C. Smith,,co-chairman. The 
historian is Mrs. Fedele M. Faillace. 


DEATHS 


Huu — Ira B. Hull, M.D., of Gloucester, died on July 9. 
He was in his sixty-seventh year. 
"Fe received his degree from Harvard Medical School 
in 

His widow survives. 


MASSACHUSETTS DEPARTMENT OF PUBLIC HEALTH 


Parxer — Ernest L. Parker, M.D., of Cohasset, died on 
Jommeey 18. He was in his seventy-first year. 
: roe arker received his degree from Harvard Medical School 
in 
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Caron — Damase Caron, M.D., of Manchester, died on 
June 9. He was in his seventy-fourth year. 

Dr. Caron received his degree from University of Montreal 
Faculty of Medicine in 1900. 

His widow, three daughters, three sons, cight grandchil- 
dren and two brothers survive. 


CHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


TETANUS TOXOID AVAILABLE FROM 
BIOLOGIC LABORATORIES 


The Division of Biologic Laboratories of the 
Massachusetts Department of Public Health has 
received a license from the National Institutes of 
Health to produce and distribute tetanus toxoid, 
fluid. 

The value of tetanus toxoid immunization was 
amply shown during World War II. In civil life 
it is especially useful to protect persons whose oc- 
cupations expose them to the danger of cuts, burns 
or abrasions contaminated with dirt. The toxoid 
eliminates the necessity of repeated prophylactic 
doses of tetanus antitoxin, a horse-serum product, 
to such persons. 

The toxoid is available in packages containing 
three lI-cc. vials, for immunizing one person, and 
in large 20-cc. vials for clinic use. The package 
containing three l-cc. vials may be obtained from 
biologic distribution stations or by direct request 
to the Biologic Laboratories, 375 South St., Jamaica 
Plain, 30, Massachusetts. The 20-cc. vials will not 
be stored by the biologic distribution stations and 
should be obtained directly from the Division of 
Biologic Laboratories. 


COMMUNICABLE DISEASES IN MASSACHUSETTS 
FOR JUNE, 1949 


Résumé 
Disease {yes June Seven-Year 
949 1948 Meobian 

Chancroid 4 0 1* 
1978 1665 1400 
6600 40 33 15 
1644 1537 1414 
Dysentery, bacillary .......... 1 28 2 
German measles .............. 665 191 199 

Granuloma inguinale .......... 0 0 o* 

oma venereum 0 1 1* 

j ningitis, Meningococcal...... 

Meningitis, Pfeiffer-bacillus. .. . . 8 7 2 
Meningitis, pneumococcal ..... 5 0 4 
Meningitis, staphylococcal ..... 0 0 0 
Meningitis, streptococcal ...... 1 0 0 
Meningitis, undetermined .... .. 2 7 6 
65-60 090608 29 3 2 
cose 500406000 00.0% 385 912 898 
uberculosis, pulmonary ...... 198 237 241 
Tuberculosis, other forms ...... 14 15 21 
Typhoid fever .............0: 2 5 3 
ing cou 466 102 50x 


*Five-year medics. 
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ComMENT 


Diseases above the seven-year median were chicken pox, 
diphtheria, dog bite, German measles, Pfeiffer-bacillus men- 
ingitis, pneumococcal meningitis and poliomyelitis. 

Diseases below the seven-year median were measles, men- 
ingococcal meningitis and scarlet fever. 

Chicken pox was at the highest level ever recorded in June. 

Diphtheria still remains unusually prevalent for this season. 
German measles is still high for the season although the prev- 
alence is less than half that of the previous month. 

The incidence of poliomyelitis for the month of June was 
the highest since the disease has been reportable; however, 
the cases still remain scattered, with some concentration in 
Milton and Lynn. 


Geocrapnicat Distrispution or Certain Diseases 


Diphtheria was reported from: Belmont, 1; Boston, 34; 
Brookline, 1; Cambridge, 1; Medfield, 1; New Bedford, 1; 
Salisbury, 1; total, 40. 

D speeey, bacillary, was reported from: Waltham, 1; 
tota . 

Infectious hepatitis was reported from: Haverhill, 1; 
Waltham, 2; total, 3. 

Malaria was reported from: Newton, 1; total, 1. 

Meningitis, meningococcal, was ed from: Cam- 
“a 1; Hingham, 1; Holden, 1; Lynn, 1; Springfield, 
1; Watertown, 1; total, 6. 

Meningitis, Pfeiffer-bacillus, was reported from: Lawrence, 
1; Lowell, 2; Pittsfield, 1; Stoneham, 1; Stow, 1; Wellesley, 
1; Worcester, 1; total, 8. 

Meningitis, pneumococcal, was reported from: Boston, 
1; Cambridge, 1; Lynn, 2; Wakefield, 1; total, 5. 

Meningitis, streptococcal, was reported from: Brockton, 
1; total, 1. 

Meningitis, undetermined, was reported from: Framing- 
ham, 1; Grafton, 1; total, 2. 

Poliomyelitis was reported from: Boston, 3; Brookline, 
1; Cambridge, 1; Canton, 1; Dennis, 1; Everett, 1; Haver- 
hill, 1; Hudson, 1; Lawrence, 1; Leominster, 1; Lynn, 6; 
Milton, 5; Newburyport, 2; Somerville, 1; Waltham, 1; 
Watertown, 1; Worcester, 1; total, 29. 

Salmonellosis was reported from: Boston, 2; Braintree, 1; 
Brookline, 1; Worcester, 1; total, 5. 

Septic sore throat was reported from: Boston, 4; Cam- 
bridge, 1; Medford, 1; Newburyport, 1; Quincy, 1; total, 8. 

Tetanus was reported from: Wakefield, 1; Whitman, 1; 
total, 2. 

Trichinosis was reported from: Boston, 1; Salem, 1; 
total, 2. 

, Typhoid fever was reported from: Peabody, 1; Plymouth, 

; total, 2. 

Undulant fever was reported from: Danvers, 1; Lunen- 
burg, 1; total, 2. 


MISCELLANY 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


Dr. Dwight E. Harken, of Boston, presented a paper on 
“Experiences in Cardiac Valve Surgery” at the fifteenth 
annual meeting of the American College of Chest Physicians, 
held in Atlantic City, New Jersey, June 2-5. 

Dr. Richard H. Sweet, also of Boston, presented a Paper 
entitled “Recent Advances in Esophageal Surgery. 

The following physicians from the New England states 
received fellowship certificates at the Convocation held at 
the Ambassador Hotel, Atlantic City, on June 4: Dr. Maxwell 

. Antell, of Bridgeport, Connecticut; Dr. Francis D. T. 

wen, of Newington, Connecticut; Dr. Arthur H. Chernoff, 

of Saugus, Massachusetts; Dr. Gisela K. Davidson, of Port- 

land, Maine; Dr. Francis E. O’Brien, Haydenville, Massa- 

queen and Dr. Arthur D. Ward, of Worcester, Massa- 
chusetts. 
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The of the following books is acknowledged, 
mt. - as a sufficient return 
for the courtesy of the sender. Books that appear to be 


ormat 
will be gladly furnished on request. 


der kinderdrztlichen Differentialdiagnostik fir Stu- 


raktische Arzte. By Prof. Dr. Alphons Solé, 

arolinen-Kinderspitales der Stadt Wien. 8° 
cloth, 384 pp., with 22 tables. Basel: Benno Schwabe and 
Co., 1948. Gebunden Fr. 20. 

This textbook on the technic of the differential diagnosis 
of children’s diseases is divided into three parts: general 
principles of diagnosis; differential diagnosis by symptoms; 
and regions and organs. The volume is well published and 
should prove valuable to German-reading physicians in- 
terested in pediatrics. 


Technik 
dierende und 
chief of the 


The Practice of ys a Edited by Raymond Greene, 

M.A., D.M., M.R.C.P. , cloth, 366 pp., with 53 illus- 

trations and 91 figures. London: Eyre and Spottiswoode 

he ogame Limited, 1948. 52s. 6d. e Practitioner Text- 

This composite textbook is the joint work of seven special- 
ists and covers the whole field of endocrinology. The text 
was completed in the spring of 1946, but its publication was 
delayed ause of printing difficulties. An insert reviews 
some of the important literature of 1947. The material is 
well arranged. ere is a comprehensive index, and the type, 
printing and paper are excellent. The volume, which weighs 

\%{ pounds and is easy to handle, is a concrete example of 
the possibility of using a soft light paper for large volumes. 
The work represents the British point of view but should be 
in all medical libraries and in all collections on the subject. 


An Introduction to Gastro-Enterology. By Walter C. Alvarez, 
M.D., professor of medicine, Minnesota, Mayo 
Foundation, and senior consultant, Division of Medicine, 
Mayo Clinic. Fourth edition, revised and enlarged. 4°, cloth, 
903 pp., with 269 illustrations. New York: Paul B. Hoeber, 
Incorporated, 1948. $12.50. 

This fourth edition of a standard treatise has been thor- 
oughly revised. Over 400 articles and books appearing since 
the third edition (1940) have been noted throughout the 
text. Much material has been added in the chapters on the 
he the nerves running to the bowel and to the gall 

dder, the functions of the colon, flatulence, the electro- 
enterogram, technical methods and apparatus, and vagotomy 
in man. The text is concluded wit 
liography of about 2800 titles. There is a good index. The 
type and printing are excellent. The volume weighs over 5 

unds and is not —_ to handle. The relatively few il- 
ustrations do not justify the use of a heavy coated paper. 
The book should be in all medical libraries and in all caee- 
tions on the subject. 


Technic of Medication. By Austin Smith, M.D., C.M., M.Sc., 


director, Division of Therapy and Research, and secretary, 
Council on Pharmacy and Chemistry, American Medical 
Association. 12°, cloth, 255 pp. Philadelphia: J. B. Lippin- 
cott Company, 1948. $4.00. 

This volume is the successor to the General Technic of 


Medication, written by Dr. Bernard Fantus, and first pub- } 


lished in 1926 and last in 1938. The present work retains 
some of the old material rewritten, and much new material 
has been included. The work is intended primarily for the 
medical student and intern but should prove useful to the 
general practitioner. It includes chapters on the prescrip- 
tion an 
ministrations, and dermal and mucous-membrane applica- 
tions. The book is well published and forms part of the 
Lippincott Essentials Series. 


a comprehensive bib- | 


* 


on oral, parenteral, rectal and genitourinary ad- | 


} 
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Diabetic Manual for the Doctor and Patient. By Elliott P. 
oslin, M.D., Se.D., medical director, F. Baker 
inic, New England Deaconess Hospital, and consulting 
hysician, Boston City Hospital. Eighth edition. 12°, cloth 
pp., with 51 figures and 24 tables. Philadelphia: Lea and 
Febiger, 1948. $2.50. 
This standard manual has been fully revised and brought 
uP to date. Emphasis is placed on new discoveries, such as 
e modification of protamine zinc insulin, making possible 
in many cases one injection instead of two as formerly re- 
quired; the significance of uric acid diabetes; and the new 
_ avenues of experimentation that opens up a possible preven- 
tion of diabetes among relatives. The statistics presented 
by Dr. Joslin are remarkable. In cases seen up to 1914 only 
1 patient in 55 had lived over twenty years with the disease, 
but in the period 1944 to 1948 the number had increased to 
1 in 4—a truly remarkable achievement. In 2659 children 
treated since 1938, 2235 were alive at the time of writing. 
The book is recommended for all public libraries and shou 
be available to all diabetic patients and their families. The 
price is moderate and within their means. 


the second 
ew York. Edited by B. W. 
Zweifach and Ephraim Shorr, Department of Medicine, 
Cornell University Medical College. 8°, paper, 170 pp. 
New York: Josiah Macy, Jr. Foundation, 1948. $2.75. 

This conference was participated in by 23 authorities 
from the United States and Canada. Ten of them pre- 
sented F ree for discussion on varying aspects of the sub- 
ject. e book should be in all medical libraries and in the 
collections of physiologists and physicians interested in blood 
pressure. 


Factors Regulating Blood Pressure: Transactions 
conference, January 8-9, 1948, N 


District Nursing: A handbook for district nurses and for all 
concerned in the administration of a district nursing service. 
By Eleanor J. Merry, S.R.N., S.C.M., C.S.P., H.V.Cert. of 

.S.1., social studies cert., Bedford College, education 
officer, a Institute of District Nursing, and examiner 
for the Royal Sanitary Institute; and Iris D. Irven, S.R.N., 
S.C.M., H.V.Cert. of R.S.L., ~ Worcester City 
Nursing Association. 12°, cloth, 266 pp., with 18 figures 
oe 16 ston Baltimore: Williams and Wilkins Company, 


This small volume covers the whole field of district nursing 
(visiting nursing) as practiced in England. The text was 
rinted in Great Britain. The publishing is excellent. The 
k forms part of Bailliére’s Handbooks for Nurses. It should 

be in all nursing collections. 


Hematology. By Cyrus C. Sturgis, M.D., professor of in- 
ternal medicine and chairman of the Department of Internal 
Medicine, University of Michigan Medical School, and direc- 
tor of the Thomas Henry Simpson Memorial Institute for 
Medical Research, University of Michigan. 4°, cloth, 915 pp., 
with 72 illustrations. Springfield, Illinois: Charles C Thomas, 
1948. $12.50. 

This new work on hematology is based on the author’s 
long experience supplemented by a knowledge of the litera- 
ture of the subject. The material is well arranged. The au- 
thor discusses in order the anemias, hemorrhagic states, the 
leukemias, malignant lymphoma and other special diseases 

the blood. e two last chapters are on sternal puncture 
and blood transfusions and substitutes. An exten- 
sive bibliography of . pages concludes the text. 
There is a good index. e printing is done on a coated, 
filled, glaring paper, not necessary because the color plates 
are tip into the volume. The volume weighs over 4 
pounds, and much of the weight could have been saved by 
the use of another kind of paper. It is time that publishers 
began to think of the convenience of the reader and made 
their books as light as possible. The volume is recommended 
for all medical libraries and for all physicians interested in 
diseases of the blood. 


Health Instruction Yearbook 1948. Compiled by Oliver E. 
Byrd, Ed.D., M.D., F.A.P.H.A., professor of health educa- 
ygiene, School of Educa- 


tion and director, Department of 
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tion, Stanford University. With a foreword by Ray L. Wilbur, 
M.D., chancellor, Stanford University. 8°, cloth, 320 pp. 
Stanford, California: Stanford University Press, 1948. $3.50. 

This volume of a series inaugurated in 1943 is based upon 
1514 articles read by the author, of which 321 were selected 
for condensation and publication. They were found in 100 
different publications. It is interesting to note that nine- 
teen selections were made from the Congressional Record. 
A gp pe | of the articles follows the text. There are 
author and subject indexes. The k is well published and 
should be in all medical libraries and in all public-health col- 
lections. It affords an easy way of keeping up with the cur- 
rent literature or. the subject. 


Ruth Stevens. 8°, cloth, 122 pp., 
ew York: Tupper and Love, Incor- 


“Hi-Ya Neighbor.” B 
with 34 illustrations. 
porated, 1947. $2.00. 

Miss Stevens relates an interesting account of the “off- 
the-record” hours of the late President Roosevelt, spent at 
Warm Springs, Georgia, where he went for treatment of 
poliomyelitis. A number of interesting pictures of the build- 
ings and of the President and other patients are interspersed 
throughout the text. There is a detailed account of his last 
day at Warm Springs, where he died on April 12, 1945. 


Blood Clotting and Allied Problems: Transactions wv the first 
conference February 16-17, 1948, New York, New York. 
Edited ~ | poser E. Flynn, Department of Pathology, 
College o ysicians and Su ns, Columbia University. 
8°, cloth, 179 pp. New York: Josiah Macy, Jr. Foundation, 
1948. $3.25. 

Sixteen authorities took part in this conference on blood 
clotting. There are a number of articles on prothrombin 
and clotting time. The type and printing are excellent. 
The ring type of binding does not stand for durability. The 
volume should be in all medical libraries. 


The Child in Health and Disease: A textbook for students and 
regia of medicine. By Clifford G. Grulee, M.D., 
ush professor of pediatrics, University of Illinois, the 
School of Medicine, attending pediatrician, Presbyterian 
yt: Chicago, chief editor, American Journal of Diseases 
of Children, and secretary of the American Academy 
ediatrics; and R. Cannon Eley, M.D., associate in pediatrics 
and communicable diseases, Harvard Medical School, chief 
of isolation service and visiting physician, Infants and 
Children’s hospitals, Boston, and member of the Com- 
mittee on Awards of the American Academy of Pediatrics. 
4°, cloth, 1066 pp., illustrated. Baltimore: Williams and 
Wilkins Company, 1948. $12.00. 


This comprehensive treatise on pediatrics is the joint work 
of 75 competent specialists. The whole field of the care and 
management of the child in health and disease is covered 
in extenso. To compress the large amount of text into one 
volume it was necessary to use a two-column format and 
a medium-sized type. Also, the use of filled paper makes 
the volume too heavy to handle easily — it weighs 5 pounds. 
A comprehensive index of sixty pages concludes the text. 
This new treatise should be in all medical libraries as a 
reference source. 


Textbook of the Rheumatic Diseases. Edited by W. S. C. 
Copeman, O.B.E., M.D., F.R.C.P., physician to the Rheuma- 
tism Department and lecturer in the Medical School, West 
London physician to Arthur Institute of 
Rheumatic Diseases (Middlesex Hospital), Hunterian pro- 
fessor, R.C.S., senior veces, the Hospital of St. John 
and St. Elizabeth, and consultant for rheumatic diseases, 
Royal Hospital for Incurables, and consultant to L.C.C. 
8°, cloth, 612 pp., with 351 illustrations. Baltimore: Williams 
and Wilkins Company, 194 

This composite treatise is the work of 24 British authori- 
ties on rheumatic diseases. The whole field of the subject 
is covered, beginning with nomenclature and history and 
followed by the anatomy and physiology of pain and of 
the joints, discussions of the various rheumatic diseases, 


| 


d is, pathology, radiology, chapters on the various 
= y of treatment, the psychiatric, social and industrial 
aspects and statistics. Indexes of authors and subjects con- 
clude the book. The publishing is excellent in every way. 
The illustrations are Bape nd , both of radiographs 
and plates in color. A py | was done in Great Britain. 
The book is recommended for all medical libraries and to all 
specialists on rheumatism. 


imental Immunochemistry. By Elvin A. Kabat, Ph.D., 
associate professor of bacterio » College of Physicians 
and Surgeons, Columbia University, and the Neurologi 
Institute, New York City; and Manfred M. Mayer, Ph.D. 
associate professor of bacteriology, School of Hygiene and 
Public Health, Johns Hopkins University. With a foreword 
Heidelberger, Ph.D., professor of biochemistry, 

of Physicians and Surgeons, Columbia University, 
and chemist to the Presbyterian Hospital, New York City. 
8°, cloth, 567 pp., with 88 illustrations. Springfield, Illinois: 
Charles C Thomas, 1948. $8.75. 

This book bri together the technics employed in re- 
search in the field of immunochemistry. The emphasis has 
been placed on quantitative methods. For students and 
chemists not familiar with the subject, introductory material 
is provided in the early parts of the text, which is divided 
into four parts: immunologic and immunochemical meth- 
odology; applications and uses of quantitative immuno- 
chemical methods; chemical and physical methods and special 
procedures; and preparations. ¢ printing is well done, 
with a good, large type on a light, nonglare paper. There is 
a good index. The book is an essential tool for the laboratory 
and should be in the reference collections of all medical 
libraries, and should be available to chemists and others 
interested in the subject. 


The Renal Origin of Hypertension. By Harry Goldblatt, M.D., 
C.M., director, Institute for Medical Research, Cedars of 
Lebanon Hospital, and professor of pathology, School of 
Medicine, University of Southern Caltfornia, Les Angeles. 
pp. Springfield, Illinois: Charles C Thomas, 


In this short monograph, the author summarizes twenty 
years of experimental research and discusses the following 
problems: the production of experimental hypertension; 
pathologic changes in hypertensive animals; pathogenesis; 
the humoral mechanism, renin, hypertensinogen, hypertensin 
and other vasconstrictor substances; and treatment. The 
importance of the subject is evidenced by its death rate. Ar- 
teriolosclerotic diseases of the brain, heart and kidneys, as- 
sociated with hypertension, cause about four times more 
deaths than cancer. The final chapter comprises a summary 
of the similarities and differences between human essential 
and experimental human hypertension. There is a good index. 
The volume is well published in every way. It forms part 
Howe American Lecture Series and should be in all eallel 
ibraries. 


The Parathyroid Glands and Metabolic Bone Disease: Selected 
studies. By Fuller Albright, M.D., associate professor of 
medicine, Harvard Medical School, physician, Massachusetts 
General Hospital, and consulting physician, Massachusetts 
Eye and Ear Infirmary, and Edward C. Reifenstein, Jr., M.D., 
consultant-in-charge, Department of Clinical Investigation, 
Sloan-Kettering Institute of Cancer Research, Memorial Hos- 
pital Cancer Center, New York City, and clinical research 
consultant, Ayerst, McKenna and Harrison, Limited, New 
York City. 8°, cloth, 393 pp., with 157 illustrations. Balti- 
more: Williams and Wilkins Company, 1948. $8.00. 

The studies presented in this volume comprise in a way 
a summary of the work carried out on the metabolic ward 
of the Massachusetts General Hospital during the past twenty- 
four years. The articles include the normal and pathologic 


physiology of the parathyroid glands, clinical hypoparathy- 
roidism and hyperparathyroidism, mode of action of vitamin 
D and dihydrotach ysterol (A.T.10), general considerations 
isease, Osteoporosis, osteomalacia, poly- 


of metabolic bone 
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ostotic fibrous dysplasia (osteitis fibrosa disseminata) and 
vie sad disease (osteitis deformans). ‘There is a long bibli 
raphy, and author-and-subject indexes. The volume is 
published and should be in all medical libraries. 


The Clinical A for students of medicine. 
By John M. Naish, M.D. (Cantab.), M.R.C.P., and John 
Apley, M.D. (Lond.), M.R.C.P. With a foreword by Pro- 
fessor J. A. a 12°, cloth, 200 pp., with 71 illustration 
Baltimore: Williams and Wilkins Company, 1948. $4.50. _ 

In this manual for interns the text is divided into two parts. 
The first, entitled “Examination at Leisure,” discusses con- 
ditions in which there is ample time to make a complete di- 
agnosis. The material in this part is arranged by the systems 

the body, preceded by chapters of a general character. 
The second part, called “Examination of Acute Cases,” is ar- 
ranged by symptoms and considers means of establishing 
a provisional diagnosis on which to base immediate treat- 
ment in acute cases without undue disturbance of the patient. 
The symptoms singled out for discussion include the un- 
conscious patient, the meningitic syndrome, high tempera- 
tures, acute breathlessness and convulsions. e material 
is weil arranged, and there is a good index. The small volume 
is well published. The text was printed in Great Britain and 
naturally reflects the British point of view. The price seems 
excessive for such a small volume. 


NOTICES 


OPENINGS FOR PHYSICIANS 


The Bureau of Reclamation of the Department of the In- 
terior announces openings for two physicians at Coulee Dam, 
Washington, a town of vernment-owned premises 
are for lease, in addition to which the lessee shall pay the 
United States for garbage disposal and refuse service, water 
and sewer service and electricity. 

Sealed bids will be received until September 15 at 2:00 p.m. 
Further information may be obtained from the acting dis- 
trict manager of the Bureau of Reclamation at Coulee Dam. 


EXAMINATIONS FOR APPOINTMENT IN NAVY 
MEDICAL CORPS 


Examinations for the selection of candidates for appoint- 
ment to the grade of lieutenant (junior grade) in the Medical 
Corps of the United States Navy will be conducted at all 
Navy Hospitals during the period September 12 to 16, 1949, 
inclusive. 

Graduates of approved medical schools in the United States 
or Canada who have completed intern training in accredited 
hospitals or who will complete such training within four 
months of the date of the examination and who are physically 
and in other respects qualified, may be examined for appoint- 
ment as lieutenant (junior grade) in the Medical Corps of 
the Navy. Candidates must be less than thirty-two years 
of age at the time of appointment. 

Candidates will be required to appear before boards of 
medical examiners and supervisory examining boards at the 
Navy Hospital nearest their place of residence to demonstrate 
their physical and professional qualifications for appointment. 
After approval by the President of the United States and 
confirmation by the Senate, selected candidates will be issu 
appointment and orders assigning them to duty in a Navy 
medical facility for active service. 

A lieutenant (junior grade) in the Navy Medical Corps 
receives pay. and allowances totaling $5011 a year if married 
and $4575.50 if unmarried. 

Detailed information concerning the form and procedure 
of application may be obtained from the offices of Naval Officer 
Procurement or from the Bureau of Medicine and Surgery, 
Navy Department, Washington 25, D. C. (Attn: Code-3424). 


(Notices concluded on page xv) 
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